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THREE-YEAR PILOT REHABILITATION 


STUDY IN A GENERAL HOSPITAL 


James M. Whittico, M.D., Montague §. Lawrence, M.D., Dorothy Stauffer, M.S.W. 
and 


Robert Elman,? M.D., St. Louis 


Based upon principles previously described,’ a pilot 
rehabilitation study was started on July 1, 1953, at 
the Homer G. Phillips Hospital, a citv-supported gen- 
eral hospital for the care of indigents. The present 
report deals with a brief follow-up of 86 patients 
studied and treated during the first two years, 
although the project is still active and in continuous 
operation at the time of writing. No attempt will be 
made to review the literature in this vast field. A pre- 
liminary note on the present study was publis 


previously.’ 
Methods Used 


A team was set up consisting of a young member 
of the visiting staff (called hereafter the medical con- 
sultant ) and professionally trained social service work- 
ers. Cases were selected in various ways, often by 
referral from visiting staff physicians, or by the medi- 
cal consultant himself from his personal survey of the 
hospital census. Mostly, patients were recruited from 
those who had been in the hospital for some time and 
whose therapy had reached a stationary level. Many 
were receiving merely custodial care, and several had 
been living at the hospital for many vears. No attempt 
was made to select “easy” cases, but, in fact, the more 
difficult problems were chosen. The basic criterion for 
selection was the absence of likelihood that the patient 
could return to full employment unless something 
were done. From this group, only those were finally 
chosen who showed sufficient motivation or desire for 
restoration to full employment, at least in the opinion 
uf the caseworker after consultation with the medical 
consultant. It should be mentioned that the social 
worker and physician sometimes disagreed in this 
respect, but more often the former proved to be cor- 
rect in the end. The most serious initial problem was 
the obtaining of space in which to discuss cases and 
compile and file records. After much effort, a room 
for this purpose was found off one of the crowded 
wards in the hospital. 


* An evaluation was made of two years of rehabili- 
tative work with 86 potients selected from indigents 
in a city-supported general hospital. Most of these 
patients were receiving merely custodial care, and 
their therapy had reached oa stationary level; the 
basic criterion for selection was the absence of like- 
lihood that the patient could return to full employment 
unless something was done. The program here de- 
scribed wos carried out by a special team of pro- 
fessionally trained social service workers under the 
supervision of a physician. A survey at the end of a 
three-year period showed thot 25 had returned to 
full employment; 17, though still under treatment, 
showed promise of complete rehabilitation; an addi- 
tional 19 were able to leave the hospital for home- 
core or self-care; 8 refused the service; and 8 were 
considered unpromising. The financial saving to the 
community was easily calculated, and far outweighed 
the cost of the program, which was carried out with- 
out changing the organization of the services and 
utilized mostly voluntary time by workers assigned to 
other duties at practically no cost. The additional 
intangible effects, however, proved to be at least 
equally important. 


The list of diagnoses in the various cases is too long 
to record in this brief report. To illustrate their range, 
the following examples were selected at random: am- 
putations, severed ulnar and other nerves, hypertensive 
heart disease, cardiovascular disease of other types, 
chronic pancreatitis, congenital exstrophy of the blad- 
der, paraplegia and hemiplegia, various fractures, car- 
cinoma of the colon, cerebral brain damage from con- 
cussion, carcinoma of the breast, severe burn of the 
face, gastrectomy for duodenal ulcer with postopera- 
tive complications, carcinoma of the cervix after pelvic 
exenteration, and diabetes. 


From the Homer G. Phillips Hospital and the Washington University School of Medicine. 
Elman died Dec. 23, 1956. 
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The social worker first saw and evaluated the patient 
on the basis of the medical record, personal history, 
social background, and probable ability to assume an 
active occupation. The case was then discussed with 
the medical consultant, and, if accepted, a program 
was arranged aimed at restoring full employment. The 
variety of services used included medical therapy in 
and out of the hospital, surgical procedures, psycho- 
logical aid (usually bv the social worker and aug- 
mented by psvchiatric assistance when indicated), 
physiotherapy within the hospital department, nutri- 
tional advice, and, finally, vocational training and job 
placement when necessary. In outlining the plan in 
each individual case, all of the existing facilities of 
the hospital were emploved, including consultations 
with various specialists. The latter, of course, required 
full cooperation of the house and visiting staffs, which 
was not always as easily obtained as it should have 
been, at least in the beginning, but cooperation was 
fully forthcoming after each physician understood the 
nature of the project. 

The medical consultant at first tended to take over 
the care of the patients, all of whom were segregated 
in the end of each ward. This plan was readily ac- 


Results® of Rehabilitation Services Supplied, 1953-1955 


Present Status 
Still being rehabilitated 
Rehabilitation completed: returned te toll 
‘ 
Selfcare at home: need 
sheltered eniplovinent 


at home: avoided 
permanent institutional ..... 


Failure: on relief: no employment in industry for 
unskilled laborer to <uppert family of 

Rehabilitation mot feasible 

Patient refused serv lee< 

Referred toe other sgencies 

Left St. Lows 


As of July. 1%. 


cepted by the attending surgeons in the case of the 
paraplegics and other seriously disabled patients, most 

whom were looked upon with great indifference. 
There was no problem in transferring them to the care 
of what was called the “rehabilitation service.” It was 
soon app?rent, however, that we were really unpre- 
pared for this type of care, which, moreover, tended 
to completely disrupt normal organization of the vari- 
ous departments. The idea was, therefore, quickly 
abandoned for these and many other reasons. In the 
plan adopted, and now in successful operation, the 
medical consultant acts only in an advisory capacity 
and as a liaison agent in directing the efforts of the 
social worker. He also plays a decisive part in promot- 
ing the education and cooperation of the house and 
visiting staffs. 

In addition to utilizing the services within the hos- 
pital, attempts were made to utilize existing facilities 
outside the hospital. Vocational evaluation offered no 
problem. Occupational therapy was also readily avail- 
able, thanks to an excellent unit in this city. The help 
of the Red Cross in transporting patients was useful. 
Vocational training was handicapped because nearly 
all of the patients at the Homer G. Phillips Hospital 
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are Negroes, and many of the training centers are 
segregated and, therefore, could not accept Negro 
students. Job placement was similarly curtailed. For- 
tunately, most of the patients were able to resume 
their former occupations. However, in the case of the 
severely handicapped, the problem is still unsolved, 
due also to the absence of any organized agency in 
the city of St. Louis for the employment of this group 
of workers, particularly when thev are Negroes. Pa- 
tients able to do sheltered work activity, therefore, 
remained unemploved because such facilities in the 
community are inadequate. Despite these problems, 
a substantial number of the individuals selected for 
rehabilitation were successfully brought to full eco- 
nomic emplovement. 


Findings 


During the firt two vears of the project, 86 patients 
were accepted for rehabilitation, and the present re- 
port deals with their status at the end of a three-year 
period (see table). It will be noted that 29% of the 
total have been returned to full economic activity. An 
additional 20% are still in process of being treated. 
Thus the two groups together, whose complete re- 
habilitation has been achieved or may be expected, 
constitute 49% of the total number of individuals. 
An additional 16% were discharged from the hospital 
to be taken care of at home, capable of sheltered work 
activity when, as, and if adequate provisions in this 
community become available for this type of worker. 
An additional 6% of the patients returned to their 
home for self-care, thus avoiding permanent hospital- 
ization. The other categories are self-explanatory. 

The saving to the taxpayers resulting from this proj- 
ect with 86 patients was considerable but difficult to 
measure in an exact total figure. A study of 40 cases 
showed, that, at the start of this project, they had 
already cost the community $483,000 in hospitalization 
and welfare. Much of this could have been saved. 
Most of those rehabilitated are now earning from $100 
to $300 per month, thus not only saving the cost of 
their previous care but actually contributing to the 
tax returns of the community. In sereval cases, welfare 
relief to the extent of $600 a vear for several vears was 
changed to earnings of $2,000 per vear, which will 
continue indefinitely. 

Many intangible findings emerged from this study. 
Most important was the successful establishment of a 
pattern of teamwork between the various services in 
the hospital, based primarily upon the close relation, 
at the bedside of clinical level, between the patient 
and the social worker. The latter became an integral 
part of the diagnostic and therapeutic team and acted 
as the liaison agent (with the medical consultant) by 
seeing that the various services were continuous and 
correlated with each other. To achieve this purpose, 
weekly consultations between the medical consultant 
and the social worker were found to be essential. 
Members of the house and visiting staffs concerned 
with the care of an individual patient frequently at- 
tended these meetings, contributing to their value and 
in turn gaining much information in regard to the fur- 
ther therapeutic requirements. 
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A gradually increasing interest on the part of the 
younger physicians and surgeons on the house staff, 
as well as the older practitioners serving on the visit- 
ing staff, was soon apparent. At first skeptical of or 
indifferent to the program, they became more and 

more impressed with the results which were obtained. 

iss a result, the advice of the social worker and the 
medical consultant was sought increasingly. At the 
present time, most of the staff are convinced that 
the activities of the social worker and an over-all plan 
for the ultimate restoration to full earning capacity 
t a great opportunity and indeed a responsi- 

bility. in which, of course, they play a decisive part. 

Not ‘the least of the findings which emerged from 
this study was the changed attitude of the patient 
himself. Previously he knew only the pattern of seeing 
a number of different doctors both in the hospital and 
in the outpatient clinic, none of whom seemed really 
interested in him as an individual. Once, he realized 
he had a continuous contact with a single person, the 
social worker, who saw him from the start and con- 
tinued seeing him through all the various types of 
services received, his pattern of response improved, 
sometimes dramatically. This was often expressed by 
the patient in unmistakable language. He felt, usually 
for the first time, that someone really cared for his 
welfare in a specific way. This fact alone, in case after 
case, resulted in a most heartening increase in the 
motivation of the patient as shown by his obvious 
effort and desire to do all he could to help achieve the 
announced objective. Thus, it was noted, as many stu- 
dents of human behavior have found in the past, that 
even the seriously disabled person under the most 
unfavorable circumstances will often exert himself 
to an unexpected degree, provided he is given an ex- 
pert and sincere helping hand. 


Comment 


Although there were concrete results from this small 

, it was apparent quite early that much time 

been lost when work on a case was started late. 
Many of these patients could have been rehabilitated 
years earlier and with less effort had this service been 
available at the time of their first admission or at least 
soon after their injury or operation. For example, after 
a successful mastectomy for carcinoma, one patient 
went on relief and remained on for four years because 
she thought she was doomed, though actually she 
suffered largely from deep cancerphobia. It would 
have been easy to prevent this disability had proper 
therapy been started immediately after the operation. 
Four vears later considerable time and effort were 
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required, in terms mostly of psychotherapy and some 
physiotherapy, to restore her to her former job as an 
excellent and well-paid laundress. 

To investigate this aspect of rehabilitation in our 
hospital, a new project was started during the year 
1955-1956, the details of which will be described later 
by one of us (D. S.). Briefly, information was obtained 
on every 10th admission on the general medical and 
surgical services, and the cases were later evaluated 
as to the probable need for rehabilitation services 
according to the present plan. A minimum of 12% of 
the total sample, or in this hospital 2,200 patients per 
vear, was found to fall into this category on these 
two services alone. The word minimum is used be- 
cause many were probably missed among the 30% of 
the selected admissions who left the hospital before 
an interview could be arranged. More important than 
this were the results in 68 patients of this group se- 
lected for rehabilitation. Within one vear, half, or 33 
cases, were closed, in which 18 patients, or 50%, were 
restored to full activity. This preliminary study has 
already shown what we learned first hand, and most 
workers in the field already know, that the earlier the 
work is started the quicker and the more efficient 
the results. 

Summary and Conclusions 


A rehabilitation team consisting of a medical con- 
sultant and professionally trained social workers, using 
existing facilities in a general hospital, was able to 
return to active employment a probable total of 50% 
of 86 patients selected because they were on or 
seemed headed for federal-state relief under the cate- 
gory of total and permanent disability. This result was 
achieved without change in the organization of the 
services, using mostly time voluntarily contributed, at 
practically no cost, by workers assigned to other 
duties. As a result of experience in this project, we 
would stress the importance of medical supervision, 
the benefits of close teamwork between trained social 
workers and physicians, the value of the education of 
house and visiting staffs in the methods of and need 
for rehabilitation, and the greater efficiency of re- 
habilitation when started early in the patient's illness. 


916a N. Taylor St. (8) (Dr. Whittico). 
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Bacteria in the Normal Ear.—The resident bacterial flora in the healthy human ear canal is re- 
markably constant. There is no difference in the flora in various geographic locations, between 
the sexes or from season to season. The resident flora is composed primarily of Micrococci and 
Corynebacteria. The transient flora varies slightly with personal hygiene. Cerumen, as it exists 
in the ear canal in health, does not, by the method [we] used, exhibit any inhibition of the 
growth of the organisms tested, Pseudomonas aeruginosa, acting alone, is not likely to be the 
cause of external otitis in previously healthy ear canals. If it is an etiologic factor, secondary 
etiologic agents such as trauma or increased environmental heat or humidity, must be re- 
quired to act simultaneously.—E, T. Perry, M.D., and A. C, Nichols, M.S., Studies on the Growth 
of Bacteria in the Human Ear Canal, Journal of Investigative Dermatology, September, 1956. 
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PROGNOSIS IN POST-TRAUMATIC EPILEPSY 
A TEN-YEAR FOLLOW-UP OF CRANIOCEREBRAL INJURIES OF WORLD WAR II 


A. Earl Walker, M.D., Baltimore 


Although it has been known for centuries that head 
wounds might cause convulsive attacks, it is only in 
modern times that post-traumatic epilepsy has been 
studied in detail, due to the fact that almost all pene- 
trating brain wounds that carry high epileptic potenti- 
alities were lethal until the introduction of antiseptic 
techniques in the latter half of the 19th century. Prior 
to that time. if the initial shock and blood loss did not 
kill, the ensuing infection almost always did. Hence, 
patients with serious brain injuries did not survive long 
enough to develop epilepsy. Only after Lister's time 
did survival of craniocerebrally wounded patients 
come to be the rule rather than the exception, so statis- 
tics on post-traumatic epilepsy are available from the 
Civil, the Franco-Prussian, and Russo-Japanese wars 
and, particularly, from World Wars 1 and IL. 

In most previous surveys of head injuries the primary 
interest has been in determining the incidence of epi- 
lepsy rather than in following the course of the patient 
after post-traumatic epilepsy has developed, which is 
the purpose of this study. Baumm ' did note that 15% 
of patients from World War | with post-traumatic epi- 
lepsy spontaneously ceased having attacks and that 
30% had very minimal ones. In 1928S, Alajouanine and 
co-workers * reported on the basis of a follow-up of 
French wounded in World War | that post-traumatic 
epilepsy was much better or cured in 16.6% of the 
cases. 


Method 


The patients in this series were 246 head-injured 
soldiers admitted to Cushing General ( Army) Hospital, 
Framingham, Mass.. from 1945 to 1946, at which time 
the hospital was the Army post-traumatic epilepsy 
center. These men were known to have had head in- 
juries, all but 10 having had open wounds, Every man 
was considered at the time of admission to have had 
at least one convulsive seizure, and all except four 
had more than one, but, in the course of subsequent 
studies, two patients were excluded from the series 
on the grounds that their attacks were probably not 
epileptic. The biological characteristics of the popula- 
tion have been presented in previous reports * and will 
not be repeated here except to say that the series was 
composed of males of military age who had suffered 
somewhat more severe head wounds than those en- 
countered in an unselected group admitted to an Army 
general hospital in wartime. 

The men in this series have been contacted annually 
since 1946, and in 1950 to 1951 a five-year survey was 
conducted by questionnaire and personal interview. 


From the Division of Neurological Surgery, the Johns Hop- 
kins University Medical School. 

Read before the American Neurological Association, Atlantic 
City, N. J., June 18, 1956, and the Western Institute of Epi- 
lepsy, Vancouver, B. C., Sept. 8, 1956. 


© Brain damage following craniocerebral injuries is 
much more devastating in its effect on the person- 
ality and the total individual than o chronic disability 
limited to some other part of the body. In evaluating 
the capacities of an individual after the occurrence 
of a head injury the total picture must be examined, 
for the disturbance is more than the sum of hemi- 
plegia ond epilepsy. Even if post-traumatic seizures 
do develop, it should be clearly understood thot they 
do not forecast recurrent convulsive attacks. The con- 
tention that a few dizzy spells or momentary black- 
outs after a head injury, along with abnormal elec- 
graphic findings, are sufficient to estab- 
lish the diagnosis a chronic epilepsy is false, since 
neither these clinicol manifestations nor abnormal 
brain waves are adequate for the diagnosis of a 
convulsive disorder per se. 


At that time 5S men were examined in person, and 
their replies to a previous questionnaire were compared 
to the interview data. Insofar as the frequency and 
severity of the epileptic attacks were concerned, the 
questionnaire material was found generally to be ac- 
curate; in the few instances in which discrepancies 
were apparent, the discrepancies were in the direction 
of exaggerating the seizures rather than in underesti- 
mating them. It is recognized, however, that no patient 
can give accurate data regarding the number of seizures 
he had three or four years previously. On the other 
hand, if a patient states that he has had no seizures of 
a particular type for five or more years, there is no 
valid reason to doubt his statement, especially since 
the occurrence of seizures might increase his pension. 
Accordingly, the results in this follow-up study on 
epilepsy will be given in terms of no attacks for the 
last two or five years, rare (not more than two per 
year for four years), and continuing attacks, which in- 
dicates more than two attacks annually. 

In the collection of this data, an epileptic profile 
was devised and was found to be a useful device for 
recording the number of each kind of attacks per unit 
of time (a year) and the type and amount of medi- 
cation. These data could be put on a punch card. A 
code was used to indicate the number of attacks per 
year (major and minor attacks were tabulated sepa- 
rately) and the anticonvulsive drug therapy (the 
drugs taken for more than half the period) per unit 
of time (table 1). Thus a profile for a period of eight 


vears, such as: 


Major 3, 2, 5, 6, 1,0,0,0 
Minor 8, 8, 8, 8, 0, 0, 0, 0 
Medicament 3, 4, 5, 6, 7, 7, 7, 7, 

would indicate 3 major attacks and 20 or more minor 


attacks in the first year after injury, at which time the 
patient was taking less than 0.2 Gm. of phenobarbital 
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daily; and, during the fifth year after injury 1 major 
attack, no minor spells, when he was taking 0.2 Gm. 
or less of phenobarbital and 0.3 Gm. or less of 
diphenylhydantoin sodium. 

The 10-year follow-up of the Cushing hospital cases 
was made by questionnaire, examination, or telephone 
call or, in some 24 patients who could not be contacted 
otherwise, by reference to the Veterans Administra- 
tion's files. 

Of the original series of 244 patients (2 were eliminat- 
ed because of doubtful diagnosis of epilepsy), 19 are 
known to be dead. Follow-up in three patients was not 
for more than two years, in three for only five years, 
in one for six years, in one for seven years, and in five 
for eight years. The remaining 212 patients have been 
followed for 10 years from the time of their injury, 
which is about 9 years from their first attack. There is 
some reason to believe that the six who have not been 
located in the last five years probably are having little 
if any difficulty relative to their head injury, for, if they 
were, it seems likely that they would have applied for 


pension. 
Mortality 

In a population of young men between the ages of 
18 and 36 years, the death rate over a 10-year period 
in normal times is 2.5%. Of these 244 men, at least 19 
died in the decade between injury and follow-up, and 
one was dying at the time of the last report. It is true 
that 10 of these men died in the first few years, 6 of 
causes related to their wounds or to infective compli- 
cations thereof. One man died in a convulsion, and 
three died of unknown causes. 

There remain the nine men who died in the second 
half of the 10-year period. As might be expected in 
any population, three of these nine patients developed 
fatal diseases not related primarily to the nervous sys- 
tem and probably unconnected with their head in- 
juries, A number, however, seemingly succumbed to 
conditions secondary to the war wound. One man 
died during operation for a brain abscess. The patient 
who was dying at the last report had recrudescence 
of infection in his head and meningitis. Two men died 
in convulsive seizures, Another two were killed in 
automobile accidents, which might possible have been 
averted had their physical conditions been better. The 
one suicide was probably due to a depressive reaction 
secondary to the patient's crippled condition. 

Thus, one must conclude that, over a period of 10 
years, the risk to life is increased at least two to three 
times by post-traumatic epilepsy. How much of this 
increased risk is due to the cerebral wound, the neuro- 
logical deficit, or the epilepsy is not easy to determine. 
Unquestionably, at least, the deaths of the three men 
which occurred during seizures must be attributed 
to epilepsy and the deaths of another eight patients 
to the craniocerebral wound. This increased risk has 
been noted in series from World War |. Vogeler* 
reported 25 deaths in 500 patients after from 12 to 14 


Social, Economic, and Occupational Status 
According to their reports, approximately 90% of 
these men are satisfied with their homes and economic 
status. This may simply be a reflection of the fact that 
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they are receiving a pension adequate to enable them 
to enjoy life. The small percentage who are dissatis- 
fied with their lots and/or were having marital diffi- 
culties would seem to be about the same as that found 
in the general population. 

The occupational status of these men is much more 
interesting. Of the entire group, 46.6% of the patients 
now living are gainfully employed. The type of work 
runs the gamut of occupations, however, without any 
of the professions being represented. Many men are 
doing clerical work, some are selling various goods, 
some are farming, some are supervisors in industry, 
and a number run their own small business ventures. 
One man with hemiplegia installs television towers and 
antennas, and one is a jeweler. A man with aphasia is 
the head of a banking department, but he uses a 
comptometer for adding columns of figures. Quite a 
few of those not employed do odd jobs about the 
neighborhood or house. 

The work habits of these men do not correlate with 
their neurological status or with the frequency of their 
epileptic attacks. It is true that more of the men with 


Taste 1.—Code Used in Analyzing Frequency of Attacks per 
Year and Medicament Being Taken 


No. of Tally of 
Code Attacks (mle Mevtieament, Grn. 
0 None " None 
1 1 ! 3 oF 
2 2 Kromide«, > 
‘4 ‘ Phenobartital, > 
4 
‘er ew 
4 6 sodium, 
» 

7 7-19 7 
or more (other (<peeify) 
Multiple recount unknown 

attacks, fe 

unspect fied 

er unknown 
v Unknown if v Unknown If drugs 

or how maeny 

attacks 
Gm. oF ened diphenyihydantein sodiem, 6.3 Gm. 
or 


functionally normal nervous systems are em 

than are those with gross neurological deficits, but 
many “normal” men are not working. Of the 123 men 
who had gross neurological deficits, 47 were employed 
and 76 unemployed; and, of the 89 men with func- 
tionally normal nervous systems, 52 were employed 
and 37 unemployed. Moreover, of the 102 patients 
who are seizure-free, half are unemployed. Of the 33 
men with rare attacks, 16 were employed and 17 un- 
employed; and, of the 85 men with continuing attacks, 
35 were employed and 50 unemployed. Hence the 
neurological status in terms of paresis or epilepsy does 
not seem to be the determining factor in the employ- 
ability of these head-injured men. 

If one searches for relevant factors, the best correla- 
tion would seem to be that of employment with in- 
telligence. In this series the 1Q was determined after 
injury by the Wechsler-Bellevue intelligence scale. 
However, the score on the Army general classification 
test of 36 men at the time of induction is known. If one 
compares this with the verbal score on the Wechsler- 
Bellevue test, with which it seems comparable, the 
scores before and after injury differ less than 10 points 
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in 21 patients. In only six men was there a drop in 
the post-traumatic score of more than 10 points; in 
four of these patients, the tests indicated mental de- 
terioration or aphasic difficulties. In nine patients the 
post-traumatic score was more than 10 points higher 
than the AGCT score. This apparent improvement may 
well be explained by differences in motivation at the 
time of the two tests; that a real gain in intelligence 
of this magnitude could occur is contrary to current 
psychometric concepts. One may then conclude that 
the post-traumatic IQ as determined by the Wechsler- 
Bellevue test is a reliable index of the post-traumatic 
native mental endowment in SO of the patients and in 
a higher percentage if evidence of deterioration is 
considered in the calculation of an adjusted post- 
traumatic score, On the basis of the post-traumatic 
1Q. there is a marked correlation between the work 
status and the intelligence of the individual. Only 11 
of 76 men with 1Q’s below 90 are working, whereas 
6 of the 38 men with IQ's above 110 are not working. 
Of the 99 men with [Q's of trom 91 to 109, 55 were 
employed and 46 unemployed. In fact an 1Q below 
100 was generally associated with unemployment. 


Tante 2.—Incidence of Attacks in 224 Men with Post-traumatic 


Epilepsy 
Ne of Men with 

Type Majer Miner 

of \tteck« tacks 
(ontinuing ......... ~ 77 
Nome aft any time 


* Net more than year for 4 yr 
* More then attacks 


Course of Epilepsy 


Criteria for Diagnosis of Epilepsy.—After a head in- 
jury most patients have blackouts on getting up for 
some days or weeks. These phenomena may continue 
for weeks, usually becoming less frequent and disap- 
pearing entirely eventually. but, occasionally, they re- 
cur indefinitely, perhaps lasting for minutes. They are 
rarely associated with generalized convulsive seizures. 
Then, there are patients who develop minor paroxys- 
mal paresthesias of an extremity after a known wound 
of the brain or have a few twitches of an arm or leg. 
Should these phenomena be labeled post-traumatic 
epilepsy? In some cases these phenomena never prog- 
ress to a generalized seizure, but, in other instances, 
they may be associated with a convulsion. When not 
followed by a seizure, these phenomena are difficult 
to classity. If such minor episodes are diagnosed as 
epilepsy early, the patient's life may be handicapped 
by the stigmas that are placed on this condition, and 
yet the attacks may never progress to a generalized 
seizure or be accompanied by a loss of consciousness. 
Is a single genuine convulsive attack sufficient to war- 
rant making the diagnosis of epilepsy? If not, how 
many fits are necessary to fulfill the requirements—two, 
three, or how many? Again, there is no absolute an- 
swer. 

For the purpose of this study, the following arbitrary 
criteria were set up: Major attacks were coded if the 
patient had one episode associated with loss of con- 
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sciousness sufficient for the patient to fall or lose 
control of himself. Minor attacks were coded if the pa- 
tients had paroxysmal attacks, including localized 
twitching, paresthesias, dizzy spells, and blacking-out, 
that might or might not progress to a generalized 
seizure. In the event of progression to a generalized 
convulsion, the attack was classified as a major one. 

Attacks.—The epileptic attacks may be considered 
in terms of any type of episode and in terms of major 
and minor attacks. Of the entire living group, 46.1% 
of the men have had no attacks of any type for more 
than two years and 35.6% have had no attacks of any 
type from the 5th to the 10th year after injury. Of the 
remaining patients, 14.6% have experienced only one 
or two attacks a year in the last 5 years of the 10-year 
period and the remaining patients continue to have 
frequent attacks (table 2). This freedom from attacks 
was not necessarily related to anticonvulsive medica- 
tion, for more than half of the men who were free of 
attacks (39 of the 76 for whom this factor was known ) 
had taken no medication for five years. 

Major attacks: The frequency of major attacks was 
less than that of attacks of all types. Some 65.2% of 
the men had had no major attacks for more than two 
years; in fact 56.5% had had no attacks from the 5th 
to the 10th vear after injury, and 9.1% had rare at- 
tacks, perhaps once a year. Only 17.3% had frequent 
major attacks. 

Minor attacks: Minor attacks were somewhat more 
frequent, because all symptoms of an attack were in- 
cluded. No example of a true petit mal epilepsy was 
found in this group. The minor attacks consisted in 
localized twitching, paresthesias, and dizzy spells that 
at times continued to a generalized seizure. Ten 
years alter injury, such episodes were continuing in 
35.6% of the patients and 6.8% had such attacks about 
once a year. In the remainder of the patients no minor 
attacks had occured for several years, and in 27.8% 
none had occurred for five years. 


Prognostic Factors 


Early Cessation of Attacks—From the prognostic 
standpoint, several factors are apparent. In the first 
five years, the cessation or absence of any type of 
attack for one year is a good omen, for such patients 
have about four chances out of five (35 of 43 patients ) 
of having no more seizures in the next five to eight 
years. If the patient is free of attacks for two years, 
the chances of recurrence of multiple attacks is ap- 
proximately 2 in 100. Even if a patient has occasional 
attacks in the first five years after a head injury, how- 
ever, there is still one chance in four that there will be 
no recurrence of attacks in the subsequent five years. 

Early Occurrence of Attacks.—\t is generally con- 
sidered that patients having attacks within the first 
few weeks of a head injury usually have focal fits and 
that the prognosis is better than in those developing 
seizures later. In fact from World War I, Credner * 
stated in 1920 that, of 41 patients with early post- 
traumatic epilepsy, 16 had no further attacks after the 
wound healed. Baumm' found that 55% of the pa- 
tients in whom attacks occurred before the end of the 
first week had no further attacks and that 41% of those 
who had attacks before the end of one month and 31% 
of those who had attacks in the first three months had 
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no later attacks. Penfield and Shaver“ believe that the 
early fit is only a symptom and that less than 30% 
of the patients with this symptom will have recurring 
epilepsy. Russell and Whitty” reported that 20 of 56 
patients with convulsions occurring in the first month 
had no further seizures. 

This series is probably biased in relation to early 
cases of epilepsy, since it is composed of men who 
were having or had had convulsive seizures in an Army 
general hospital. Those individuals who had early 
seizures in evacuation units or base hospitals and did 
not have attacks after transfer to the zone of the in- 
terior would not be likely to be sent to the center. 
Hence, it is not surprising to find that in this series the 
patients in whom epilepsy developed early have fared 
no better than those in whom it developed late. Of 16 
men who had attacks in the first week after wounding, 
only 5 were free of seizures for the last five vears 
of follow-up. Moreover, the majority of these who had 
early seizures had major attacks (12 of the 16 patients). 
Of the 12 patients who had attacks (6 major convul- 
sions ) after the first week but in the first month, 5 men 
were subsequently seizure-free for five vears. Hence, 
of the entire group of 28 patients who developed con- 
vulsions in the first month, approximately 36% had no 
attacks later, This is not a statistically valid difference 
from the figure for the entire group. Of the 28 patients 
who had attacks during the first month after injury, 
10 have had no attacks for five vears and 1 has had 
no attacks for two vears. Rare attacks have occurred in 
2 men, and 15 have had continuing attacks. 

Frequency of Attacks.—Of prognostic value also is 
the frequency of attacks. If the seizures do not occur 
in the first five years more than every two months on 
the average with or without medication, the chances 
are better than three to two that the attacks will stop. 
On the other hand, if they occur more frequently, the 
chances are reversed. As a corollary, patients who 
become seizure-free are likely to be the ones with in- 
frequent seizures, but the frequent occurrence of at- 
tacks in the first few years is not necessarily an indica- 
tion that the seizures may not be controlled. The 
influence of frequency of attacks in the first five years 
on the prognosis is shown by the following statistics 
based on 100 patients: Of those who had six or fewer 
attacks a year, attacks ceased in 34 and continued in 22 
men; and, of those who had more than six attacks a 
year, they ceased in 15 and continued in 29. 

If one analyzes the data concerning the frequency of 
attacks over the 10-year period in terms of complete 
freedom from attacks, infrequent attacks (one to four 
per year), and frequent attacks in relation to both 
major and minor episodes, a better idea of the trend is 
obtained (see figure). It becomes evident that there 
is a definite falling off in the incidence of major attacks 
during the first three years, but the total incidence of 
minor attacks shows no such tendency. In fact the 
number of patients in each category is practically the 
same throughout the 10-year period. It is apparent, 
then, that, as some patients become free of minor 
attacks, as indeed they have, other patients formerly 
having major attacks have only minor ones, thus main- 
taining a constant incidence in the latter group. Im- 
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provement, then, is manifested not only by the 
elimination of both major and minor seizures but also 
by the shift from major to minor episodes. 
Neurological Deficit.—It is of interest to examine the 
patients in relation to the residual neurological deficits. 
Of 192 patients, 111 had gross neurological deficits. 
Of these, 55 had had no attacks for two years, 14 had 
rare attacks, and 42 had continuing attacks, as com- 
pared to the following figures for the 81 patients 
whose nervous systems were functionally normal: 20 
had had no attacks for two years, 16 had rare attacks, 
and 45 had continuing attacks. Thus, approximately 
50% of the patients with gross neurological deficits 
have had a cessation of attacks for two years or more, 
whereas only 25% of the group without neurological 
impairment have such a record. The significance of 
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Graphs indicating the incidence and frequency of major and 
minor attacks each vear from the time of injury. 


this is not apparent. Does the neurological deficit act 
as surgical extirpation to decrease attacks? Most of 
the men with such an impairment do have motor dis- 
orders. There is no reason to believe that the patients 
in this group are taking more medication or being more 
sheltered than the others. 

Total Disability—There is one more factor that 
should be mentioned in the natural history of post- 
traumatic epilepsy, that is, the total or general dis- 
ability of the individual. In the final analysis none of 
the individual defects, such as hemiparesis and epi- 
lepsy, could be responsible for the failure of an in- 
dividual to return to a normal existence. Less than half 
of the patients in this series have regular occupations. 
Yet many have had no convulsions for some years and 
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have no overt neurological deficits. The great majority 
of these patients lie around the house because working 
“makes their heads worse” or “makes them too tired.” 
Attending movies, limited reading, listening to the 
radio, or watching television constitutes the only diver- 
sions of many of these patients. They are suffering from 
a much more complex disability than hemiplegia or epi- 
lepsy. Some of these men have attempted one or more 
rehabilitation programs and failed. These patier.‘s are 
victims of the chronic post-traumatic syndrome, which 
is probably due to insufficient drive, intellectual or 
physical, for them to make an adequate adjustment in 
relation to their disabilities. 

Brain damage is much more devastating in its effect 
on the personality and the total individual than is a 
chronic disability that is limited to some other part 
of the body. Consider, for example, the individual who 
has lost a limb. With an intact brain and personality, 
he can adjust to his physical handicap. With all his 
mental faculties, he has many occupations to which he 
may turn. The individual with monoplegia, however, 
not only has lost the use of the limb but has a damaged 
brain to which his impaired mental faculties must 
make an adjustment before he can compensate for his 
physical disability, These integrations are difficult, 


Taste 3.—Effect of Medication Taken in First Five Years After 
Injury in Controlling Seizures (Based on birst 100 Cases) 
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* Therapy with phenebartital and diphenythydantein sodium. 


especially if the pretraumatic or post-traumatic per- 
sonality is distorted. The entire process of reorganiza- 
tion is even more complicated if speech has been im- 
paired, for aphasia may constitute a greater handicap 
than hemiplegia. Under these circumstances, the brain- 
injured man has a much more limited choice of occu- 
pation and probably a more difficult task in learning 
and doing his job. The fact that the learned professions 
are not among the occupations of any of the men in this 
series may be evidence of this. It would appear that 
the general downgrading of these patients is such 
that only those with superior intelligence can adjust 
and pertorm at the work level of the normal individua! 
with average intelligence. If the patient was originally 
endowed with average mentality, his chances for vo- 
cational rehabilitation are only fair, and, if the mental 
endowment was below normal, the outlook is indeed 
poor even under ideal circumstances of financial sup- 
port and job training. 
Comment 


Therapy.—In this analysis of post-traumatic epilepsy 
no mention has been made of the various therapeutic 
procedures, medical and surgical, that were employed 
in an attempt to control epilepsy. Rather this series of 
patients has been studied from an observational point 
of view, as if the various medical therapies were non- 
specific, positive or negative stresses or strains applied 
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to the organism. This view may be fallacious in that 
the course of the epilepsy may have been modified 
considerably by the various procedures applied. Cer- 
tainly, only 15% of the group did not take some type 
of anticonvulsant medication, but these patients were 
about equally divided among those in whom epilepsy 
was controlled and those in whom it was not con- 
trolled. Similarly, the various medicaments were equal- 
lv effective or noneffective in controlling attacks. Al- 
though it might seem from table 3 that phenobarbital 
and diphenylhydantoin sodium given independently 
were more efficacious than the two given together, this 
is a fallacious conclusion, since in most cases not re- 
sponding to phenobarbital alone, therapy with di- 
phenylhydantoin sodium was added; hence the con- 
ditions of cases treated by the combination of drugs 
had proved to be refractory to only one of the drugs 
when given alone. 

Similarly, there are some 40 patients in this series 
who had early cortical resections of one type or an- 
other for epilepsy. These men have fared about as 
well as, but no better than, the entire group, 15 of 
the 33 surviving patients being free of seizures in the 
5th to 10th year. Of course, these 33 were patients 
who had attacks despite anticonvulsive medication, so 
they might have been expected to have fared worse 
than the entire group if they had not had surgery. 

In view of all these factors, it should be concluded 
that the data presented here show the natural his- 
tory of post-traumatic epilepsy, influenced to some ex- 
tent by the therapeutics of an era when phenobarbital 
and diphenylhydantoin were the anticonvulsant drugs 
of choice. That the course of post-traumatic epilepsy 
might be even more favorably modified by the greater 
number of anticonvulsant drugs currently available is 
quite probable. 

A knowledge of the natural history of post-trau- 
matic epilepsy may offer one explanation as to why 
various surgical procedures, such as cranioplasty and 
cortical resection, might be followed by an ameliora- 
tion of seizures in approximately one-third of cases, 
especially if that procedure is done three years after 
the injury, i. e., about the time the condition is begin- 
ning spontaneously to regress. 

In order to assess the true role of any therapeutic 
technique in post-traumatic epilepsy, complete data 
on the type and frequency of attacks from the time of 
injury to the time of medical or surgical treatment are 
essential on each successful case, so that some idea 
may be gained of the probable natural course in each 
instance. 

Prognosis and Compensation.—In spite of a few 
isolated reports to the contrary,” the idea has per- 
meated neurological literature that post-traumatic 
epilepsy carries a poor prognosis and that practically 
all patients who have a seizure after a head injury 
will be subject to chronic recurring convulsions for the 
rest of their lives. Penfield and Erickson” said in 1941, 
“It may be said however, that, in cases where an ob- 
jective lesion of the brain can be demonstrated as the 
cause of seizures, permanent disappearance of the at- 
tacks never occurs, either with or without medication, 
so far as our own clinical experience goes.” A similar but 
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slightly qualified statement occurs in the superb mono- 
graph on epilepsy by Penfield and Jasper published 
in 1954." 

This opinion has gained credence among some mem- 
bers of the legal profession who imply that a few 
dizzy spells or momentary blackouts after a head in- 
jury and an abnormal electroencephalographic finding 
are sufficient to establish the diagnosis of epilepsy, 
with all the stigmas attached to the “falling sickness.” 
and who, on this basis, ask a large award to com- 
pensate their “epileptic” clients for the recurrent sei- 
zures that will mar his or her future. Such a contention 
is obviously false since neither these clinical manifesta- 
tions nor abnormal brain waves are adequate for the 
diagnosis of a convulsive disorder per se. 

Some vears ago. it was hoped that the electroencepha- 
logram would be of diagnostic and prognostic im- 
port in post-traumatic epilepsy. Experience has shown. 
however, that the brain waves may denote cerebral 
damage but thay do not reliably indicate or forecast 
the occurrence of convulsive complications. Even with 
serial records over a period of months, such prognos- 
tication is usually difficult if not impossible. The elec- 
troencephalogram may be a valuable aid, but the 
final diagnosis is based on the clinical manifestations 
and all auxiliary reports. Because it is now recognized 
that epilepsy may take myriad forms, representing 
the entire gamut of nervous functions, the physician 
often finds it difficult to give a definite opinion before 
a court of law. If there is a reasonable suspicion of 
attacks having occurred and it is feared that recurrent 
epileptic attacks may develop, | believe that it would 
be fair to both the patient and the compensating 
agent to award, not compensation for post-traumatic 
epilepsy, but an insurance policy, which | am sure 
Lloyd's would be willing to issue for a moderate 
premium, against the possibility of epileptic attacks 
developing within a reasonable time, say 5 or 10 years. 
In closed injuries of the head, the total premium 
should be not more than 1% and in open cranial 
wounds not more than 10% of the face value of the 
policy, If the patient does develop seizures he will be 
compensated, but if he doesn't, he will not have been 
given a stigmatic label and the primary compensating 
agency will not have been penalized. 

Even if post-traumatic seizures do develop, it should 
be clearly understood that they do not have the same 
prognosis or implications as so-called idiopathic epi- 
lepsy. In fact, if within the first year or two after a 
head injury a patient has had only one or two attacks, 
I would question the advisability of labeling the con- 
dition post-traumatic epilepsy and would certainly 
hesitate to suggest that it be compensated for on that 
basis. Probably some type of epilepsy insurance would 
be the most equitable means of handling such a case. 
Certainly, this study indicates that, for at least 10 
years, such persons have an excellent chance of living 
a life not punctuated by epileptic seizures. 


Summary 
A series of 244 patients with post-traumatic epilepsy 
has been followed for 10 years after the occurrence 
of their head injuries. In patients with post-traumatic 
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epilepsy, mortality and morbidity rates are higher in 
the first 10 vears after their injury than those in normal 
individuals. The work status of men with post-trau- 
matic epilepsy appears to correlate more closely with 
intelligence than with the frequency of seizures or the 
neurological deficit. 

With the therapy in vogue a decade ago. more than 
a third of the group of patients with post-traumatic 
epilepsy were free of attacks from the 5th to the 10th 
vear after injury. This freedom from attacks is not 
necessarily related to the anticonvulsive medication, 
for more than half of the men were taking no drugs. 

Favorable prognostic factors were found to be early 
cessation of attacks, low frequency of attacks, and, 
strangely, severe neurological deficit. The cases in 
which seizures developed early in this series did not 
seem to be more likely to regress than the ones in 
which they developed late; but this might have been 
due to the selection of cases which tended to exclude 
the favorable early epilepsies in which seizures de- 
veloped immediately after injurv. Improvement is 
manifested by elimination of attacks or by a shift from 
major to minor episodes. 

In evaluating the disability of an individual, the 
total picture must be examined, for the disturbance is 
more than the sum of hemiplegia and epilepsy. An 
equitable means of compensating persons with poten- 
tial and actual cases post-traumatic epilepsy by in- 
surance might involve insurance against the disease 
rather than immediate compensation. 

601 N. Broadway (5). 
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INTRAMUSCULARLY ADMINISTERED IRON IN THE TREATMENT OF 
IRON-DEFICIENCY ANEMIA 


Albert B. Hagedorn, M.D., Rochester, Minn. 


lron preparations for parenteral administration have 
been available for vears. However, with their use the 
incidence of toxic reactions was so great that this form 
of treatment for patients was not considered worth- 
while until Nissim’ reported in 1947 on the intra- 
venous administration of a saccharated iron oxide in 
the treatment of hvpochromic anemia. Since then a 
number of such reports have been published.’ and it 
is now well accepted that these intravenously given 
preparations are effective and relatively safe for the 
treatment of patients with iron-deficiency anemia. 
More recently, a medicament suitable for intramuscu- 
lar administration * has been developed, and it is the 
purpose of this report to submit results obtained in 
the treatment with intramuscularly given iron of 10 
patients who had iron-deficiency anemia. My primary 
interest in carrving out this study was to determine 
whether this intramuscular preparation was absorb- 
able, hematologically potent, and safe. My indications 
for parenteral treatment are outlined elsewhere.“ 


Method 


The therapeutic agent used is known as Imferon 
and is reported to be a stable nonirritant solution of 
iron-dextran complex, with a low molecular weight 
and a pH of 6, containing 50 mg. of elemental iron per 
milliliter.” The dosage schedule decided on was the 
same as the one | use for administering iron intra- 
venously in the treatment of selected patients who have 
iron-deficiency anemia, that is, 25 mg. of elemental 
iron per 1% deficiency in hemoglobin concentration, 
assuming 100% to be normal. This dosage has been 
exceeded in some cases in which it seemed reasonable 
to presume that the iron stores were markedly de- 
pleted. 

Ten patients with moderate to severe iron-deficiency 
anemia of varving causes were given iron (Imferon ) 
intramuscularly as the sole therapeutic agent during 
the course of the observations reported. The results 
of treatment are given in the table. It is clearly ap- 
parent that each patient treated did absorb the iron 
injected intramuscularly and that each patient did have 
a hematological response, as evidenced by a rise in the 
hemoglobin concentration and by an increase in the 
reticulocyte count. For varving reasons, most of which 
stem from problems related to the type of practice 
engaged in at the Mavo Clinic, serum iron levels be- 
fore and after treatment, cell volume determinations, 
and daily reticulocyte counts were not always ob- 
tained; but, in cases in which these were obtained, 
the data are tabulated. All laboratory tests were made 
through routine channels and by the general techni- 
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© An iron preparation was administered intramuscu- 
larly to 10 patients with hypochromic anemias, most 
of them caused by persistent gastrointestinal or gen- 
ital bleeding. The erythrocyte counts ranged to values 
as low as 2,500 000 per cubic millimeter, hemoglobin 
as low as 3.0 gm. per 100 cc., ond serum iron as 
low as 15 mcg. per 100 cc. The preparation used 
contained 50 mg. of iron per cubic centimeter. in- 
jections were given twice daily into the gluteal area, 
and each injection consisted of 2 cc. of a menstruum 
containing altogether 100 mg. of iron. The total dose 
of intramuscularly given iron element ranged from 
750 to 2,000 mg. The injections did not cause either 
local pain or systemic reactions, but did result in 
reticulocytosis and rise in hemoglobin level. This ex- 
perience demonstrated that the desired hematinic 
effect of iron can be obtained without either local 
of dosage 


cians at the Mayo Clinic. Peripheral blood smears 
were reviewed before and after each course of treat- 
ment, 

Among these 10 patients there was a total of 13,850 
mg. of iron administered intramuscularly in 139 sep- 
arate injections. There was not a single toxic reaction, 
either general or local. In all except one instance, 
each dose consisted of 100 mg. of elemental iron con- 
tained in 2 ml. of a menstruum injected into the gluteal 
muscles. In the one exception | ml. or 50 mg. was 
given in a single dose. In most instances the patient 
received an injection twice a day, the injection being 
made into one gluteal area in the morning and into 
the opposite gluteal area in the afternoon. This particu- 
lar schedule was carried out for economical and 
temporal reasons, dictated by the fact that almost all 
patients were nonresidents of the area. The schedule 
agreed on, however, proved satisfactory to all. Not a 
single complaint was voiced by any patient about local 
or other distress in spite of the frequency of injection. 
Several patients stated that the injections were less 
painful than intramuscularly given penicillin injections 
that they had received sometime in the past. Those pa- 
tients who had previously received intravenously ad- 
ministered iron preferred the intramuscular injections. 

summary of five illustrative cases follows. 
(The hematological data are summarized in the table 
and are not repeated here. ) 


Report of Cases 

Cast 1 (Poor Response to Previous Orally Given Medica- 
ments).—A 42-year-old man was first noted to be anemic in 
1952 when the Red Cross refused his blood donation. He was 
given repeated courses of orally given iron with varying but 
poor response until 1954. From 1954 until he was first seen 
at the Mayo Clinic in March, 1956, he received a proprietary 
» containing iron without any specific effect. The re- 

sults of physical examination were not remarkable. The findings 
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blastic, and iron stains of fived sections of the bone marrow 
were negative. It was assumed that the patient was losing blood 

of gastric contents, and roentgenograms of the chest. into the gastrointestinal tract from an as yet unidentified lesion. 
the esophagus, stomach, and duodenum, the small intestine, Abdominal exploration was advised but was declined by the 
and the colon were all negative or within normal limits. patient. 


on serologic test for syphilis, serum bilirubin determination, 
guaiac test for occult blood on three separate stool examinations, 


Results of Treatment with Intramuscularly Given Lron in Ten Patients with lron-Deficiency Anemia 
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* Maximal reticulocyte count observed. 
The blood group was A, and the Rh factor was positive. Dis- Case 2 (Probably Iron Stores).—A 52-year-old 


woman underwent right hemicolectomy with resection of a 


appearance rate into the stools of intravenously injected ery- 
portion of scarred ileum for a grade-2, mucus-producing car- 


throcytes tagged with radioactive chromium (Cr°') was 


checked on five occasions. This was according to the procedure 
of Cooper, Stroebel, and Owen.” Three stools were negative; 
one stool was found to show loss of 21 ml. of blood and one 
stool 6 ml. The bone marrow was hyperplastic and normo- 


cinoma of the ascending colon in July, 1954, subsequent to 
which persistent severe diarrhea developed. Periodic follow-up 
examinations were satisfactory until February, 1956, when a 
hemoglobin concentration of 7.3 Gm. per 100 ml. of blood was 
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noted. After six weeks of therapy with a hematinic, there was 
no change, so that on April 20, 1956, the entire gastrointestinal 
tract was reexamined at abdominal exploration, and no cause 
for the anemia was found. The patient was then given intra- 
muscular iron on the basis of possibly depleted iron stores, 
probably resultant from interference with iron absorption (diar- 
rhea plus intestinal resection), and possibly repeated blood loss 
secondary to this condition. 

Case 3 (Intolerance of Orally Given Iron).—A 45-year-old 
woman had been refused as a voluntary donor at her local 
blood bank because of anemia. She was given iron orally by 
her local physician, but, after several attempts to take the 
medicaments, she stopped because of persistent nausea. She had 
had a known menorrhagia for 10 vears. On examination at the 
Mayo Clinic in April, 1956, a small fibroid uterus and a 
cervical polyp were noted. Polypectomy was performed, and 
examination by the pathologist revealed the polyp to be benign. 
Cytological examination of a cervical smear for malignant cells 
was also negative. Roentgenograms of the stomach, small in- 
testine, and colon were negative, as was examination of two 
stools for occult blood. Proctoscopic examination and analysis 
of gastric contents were also normal. The blood group was O. 
and the Rh factor was positive. 

Case 4 (Severe Anemia in Which Maximal Response in 
Minimal Time Seemed Desirable ).—A 47-vear-old woman with 
a five-vear history of menorrhagia was examined in the early 
part of 1956. Her general appearance suggested myxedema or 
more specifically chlorosis. There was a mottled, pale greenish 
vellow appearance to the skin of the face and definite but 
slight pitting edema of the forehead. The spleen was palpable 
1 fingerbreadth below the left costal margin on inspiration. The 
findings on serum bilirubin, protein-bound iodine, and blood 
urea determinations, on the sulfobromophthalein liver-function 
test; on analysis of gastric contents; on examination of stools 
for occult blood; and on roentgenograms of the chest, esoph- 
agus, stomach and duodenum, small intestine, and colon 
were all negative or within normal limits. The basal metabolic 
rate was +18%. After completion of the patient's treatment 
with intramuscularly given iron, her general appearance had 
returned to normal, the edema had subsided, the spleen was no 
longer palpable, and she stated that it had been years since 
she felt so well. 

Case 5 (intramuscularly Given Iron as a Palliative Treat- 
ment Only—Comparison with Other Parenteral Therapy ).—A 
63-vear-old single woman who had recurrent hypochromic 
anemia secondary to indeterminate gastrointestinal bleeding was 
first found to have anemia in 1952. She had repeatedly refused 
surgical exploration, She also suffered from chronic rheumatic 
endocarditis with mitral stenosis and recurrent congestive heart 
failure, postsurgical hypoparathyroidism since 1953, and rheu- 
matoid arthritis. These complications have been treated as 
indicated from time to time. She had received iron intravenously 
on four separate occasions in the past prior to intramuscular 
therapy, with good response each time. She had also periodically 
taken won orally, with incomplete and unsatisfactory response: 

1. In 1952 she received 650 mg. of an iron preparation 
intravenously, Therapy was stopped because of moderate re- 
action, characterized as severe flushing, lumbar backache, and 
arthralgia, which lasted only a few hours. Her hemoglobin 
level rose from an initial level of 6.0 Gm. to 8.6 Gm. per 
100 ml. in 15 days, with a maximal reticulocyte response of 

2. In February, 1953, she received 1,500 mg. of a different 
iron preparation (Astrafer) intravenously without reaction, At 
this time her hemoglobin level rose from 6.2 Gm. to 10.2 Gm. 
per 100 ml. in three weeks and then to 12.1 Gm. alter eight 
weeks, with a maximal reticulocyte response of 8.2%. 

3. In February, 1954, 1,500 mg. of iron ( Astrafer) was again 
given intravenously without reaction, and the hemoglobin level 
rose from 6.0 Gm. to 8.2 Gm. per 100 ml. of blood in eight 
days. After 38 days it was 11.2 Gm. per 100 ml. 

4. In January, 1955, 1,400 mg. of iron ( Astrafer) was given 
intravenously. The initial concentration of hemoglobin of 4.5 
Gm. rose to 11.3 Gm. per 100 ml. of blood after 28 days. 

In January, 1955, the serum iron level was less than 25 meg. 
per 100 ml. of blood. After the intravenous administration 
radioactive iron (Fe*"), the patient's stools were collected for 
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first findings in the stools were negative; then radioactivity esti- 
mated to be as high as that contained in 95 ml. of blood in 
a single day's specimen appeared. The total loss of blood into 
the stools was calculated to be 891 ml. during the period of 
observation. Thus, quantitative as well as objective evidence of 
blood loss from the gastrointestinal tract was demonstrated. 

In this case, there were normal findings on analysis of 
gastric contents, a negative sulfobromophthalein liver-function 
test, numerous stools that were positive on the quaiac test for 
occult blood, a negative proctoscopic examination, and normal 
findings on roentgenograms of the stomach on five occasions, 
of the colon on two occasions, of the small intestine on one oc- 
casion, and on an excretory urogram. 

The patient's surgical history revealed a tonsillectomy in 
1917, a thyroidectomy for evophthalmic goiter in 1922, an ap- 
pendectomy for acute appendicitis in 1950, and a simple 
mastectomy for localized grade-1 papillary intraductal car- 
cinoma in 1955. 

This patient's response to intramuscularly given iron was 
satisfactory and is documented in the table. 


Although this patient has always responded well to 
parenterally given iron, it is important to recognize 
that this is not ideal treatment. The treatment of 
choice in all such cases is to remove the cause of the 
iron-deficiency anemia when and if possible. It is easy 
to see that, with a satisfactory response to treatment 
with parenterally or orally given iron, a significant 
lesion can be overlooked. In this case a definite lesion 
has not been demonstrated, but it is certain that one 
is present. The repeated positive reactions for occult 
blood noted in the stools while the patient was on a 
meat-free diet, the radioactive-iron study cited, the 
periodic fall in the hemoglobin level, and the response 
to therapy prove this bevond a reasonable doubt. It 
is also logical to expect that there is a good chance 
that this patient's lesion would be found by surgical 
exploration of the abdomen, but laparotomy has been 
refused repeatedly by the patient. 


Comment 


The results of the serum iron determinations that 
were made in these cases show considerable variation 
and may reflect the innate problems relative to this 
particular test, but in every case the initial serum iron 
level was consistent with an iron-deficiency anemia. 
The normal value for serum iron recognized at the 
Mayo Clinic is 60 to 150 meg. per 100 ml. of blood. In 
case 7 it is obvious that during the period of observa- 
tion not enough iron was administered or absorbed 
from the sites of injection to correct the low hemo- 
globin level and that, consequently, the treatment was 
unable to bring the serum iron level up to normal. 

In case 3 enough iron apparently was available to 
bring the hemoglobin value near normal, but the 
serum iron was still below a normal level. It is ible 
that the iron stores of the patient were still ‘ient 
and more iron was indicated, or perhaps the determi- 
nation of serum iron was not valid. This latter seems 
unlikely, for, in general, what errors are made tend 
to show levels greater than the true value. There was, 
however, a definite increase in the serum iron level 
parallel with the elevation in hemoglobin concentra- 
tion. In cases 4 and 5, the initial serum iron level was 
much greater than that anticipated for the degree and 
duration of anemia. We have no explanation for this 
fact other than the possibility of a technical error. Yet, 
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in both these cases, the serum iron levels after treat- 
ment were greater and were well within normal limits. 
It always is important to recognize that iron is very 
wide in its occurrence, and this very fact alone is the 
major problem in obtaining accurate laboratory de- 
terminations of serum iron. Because of the special 
preparation of all equipment prior to the determination 
of the serum iron level, we feel that the accuracy of 
the results obtained is comparable to that in other 


laboratories. 
Conclusions 


On the basis of 10 patients with iron-deficiency 
anemia studied, it would appear that the following 
conclusions can be made: 1. An effective iron prepara- 
tion for intramuscular injection (Imferon) is now 
available. 2. To date this intramuscularly given iron 
preparation has been found to be free from any toxic 
reactions, either local or systemic. 3. Patients prefer 
this mode of administration over intravenous adminis- 
tration. 4. The hematological response is satisfactory. 
It appears that the hemoglobin response is a little 
slower with intramuscularly than with intravenously 
given iron when the same dosage schedule is followed. 
The response possibly may be augmented when the 
dose is increased. 5. Parenterally given iron is not a 
substitute for orally given iron as a routine treatment 
for iron-deficiency anemia, However, parenterally 
given iron is a valuable addition to the therapy avail- 
able in certain selected cases. 6. When therapy with 
parenterally given iron is desirable, it would seem that 
intramuscularly given iron is preferable to intrave- 
nously given iron if for no other reason than that all 
intramuscularly given preparations are preferable to 
intravenously given ones when the clinical response 
is comparable because of the innate potential dangers 
of any intravenous therapy. In addition, there were no 
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reactions of any sort to the intramuscularly given iron 
preparation used, in contrast to some minor reactions 
experienced with intravenously given iron. 


The intramuscularly given iron preparation used in this study 
was supplied as Imferon by Benger Laboratories, Ltd., Holmes 
Chapel, Cheshire, England, and Lakeside Laboratories, Inc., 
Milwaukee. 


The intravenously given iron preparation ( Astrafer) was sup- 
plied through Mr. B. F. Jalar of Astra Pharmaceutical Products, 
Inc., Worcester, Mass. 
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Undescended Testis.—There is universal agreement that a testis which resides in a position 
outside of the scrotum after puberty will have great deterioration of its spermatogenic power, 
and that there will be little or no return of spermatogenesis if such a testis is placed in the 
scrotum thereafter. These facts have led to the widespread acceptance of the idea that treat- 
ment of an undescended testis should not be delayed beyond the age of 11 or 12 years. Since 
1950 . . . investigators have made histologic comparisons between testes that are undescended 
and those that are residing normally in the scrotum, making observations on infants and boys 
of all age groups. is reasonably close agreement among most of these authors regarding 
the histologic sequences that can be found: Except for the occasional testis that is obviously 
grossly deformed or atrophic, it can be said in general that until the age of 5 vears there are 
only minor differences between the undescended org in and the normally descended one. From 
5 years onward to puberty, there is a definite lag of enlargement of tubules in the undescended 
testicle when compared to the prominent increase in diameter of tubules of a normally placed 
testis. These findings have led some to suggest that it is imperative to operate before the age of 
5 vears on all boys with undescended testes. This reasoning is somewhat fallacious, because it 
is quite conceivable that a testis that is transplanted to the scrotum after the fifth year (but 
before puberty) can catch up in its development and can become a very satisfactory gonad. 
Furthermore, no one has presented any subsequent studies to prove that operation in the ear- 
lier years ( before 5 or 6) is followed by results any better (from the standpoint of fertility ) 
than those that have been obtained in patients operated on during the prepubertal years. Since 
it is technically much easier and safer to perform an orchiopexy on larger individuals, there is 
considerable justification for continuing the practice of advising therapy somewhere between 
the ninth and eleventh years.—R. E. Gross, M.D., Surgical Management of the Undescended 
Testicle, International Record of Medicine and General Practice Clinics, June, 1956. 


BENIGN MASSETERIC HYPERTROPHY 
A SYNDROME OF IMPORTANCE IN THE DIFFERENTIAL DIAGNOSIS OF PAROTID TUMORS 
Richard T. Barton, M.D., Los Angeles 


The masseter muscle is the major muscle of mastica- 
tion, arising from the zygomatic arch and inserting 
along (completely covering) the ramus of the mandi- 
ble. It is crossed by both the parotid duct (fig. 1A) 
and branches of the facial nerve. However, the signifi- 
cant relationship, as far as this discussion is concerned, 
is the relationship of the parotid gland and masseter 
muscle. Enlargement of either (fig. 1B and 2) may 
lead to confusion in the diagnosis of neoplastic or in- 
flammatory processes in this area.’ The enlargement 
of the masseter muscle gives the appearance of a tumor 
above the angle at the mandible.’ It is my purpose to 
describe the syndrome of benign masseteric hyper- 


trophy. 
Clinical Types 


There are two types of this muscular hypertrophy. 
First, there is a congenital or familial type in which 
the muscle stands out because of a thin or bony face, 
giving a “chipmunk” look, or it may seem as though 
the auricles are closely adherent to the head. In these 
cases, asymmetry of the bite, abnormal chewing 
habits, and changes in roentgenographic appearance 
are less frequently found. 

Patients with the second type, which is acquired, 
are typically tense and habitually clench or grind the 
teeth in their sleep. The acquired condition is the type 
most often confronted by the physician. An etiologi- 
cally significant primary malocclusion or a secondary 
wearing down of the teeth surfaces may be found. The 
syndrome may be unilateral or bilateral and may 
result in a lateral “flaring” of the mandible due to 
abnormal tension from the muscle. When the condi- 
tion occurs unilaterally, the facial appearance and dis- 
tortion of the mandible as shown by x-ray may be 
alarming. Occasionally, in the unilateral cases, there 
may be a lack of chewing surface due to missing 
teeth, requiring the patient to chew only on the hyper- 
trophied side. This symptom complex has been re- 
ported also in individuals who “cradle” their jaws in 
the hand while reading, displacing the mandible 
laterally and placing an imbalance on the two masseter 


Report of Cases 

The following case presents an example of the syn- 
drome and the confusion in diagnosis it may cause. 

Case 1.—An 18-year-old female college student was first seen 
in consultation by me on March 22, 1956, regarding a com- 
plaint of a painless swelling below and anterior to the left ear 
She had consulted many doctors in the previous five years, 
since the condition had become apparent, and undergone 
x-ray studies, sialography, complete medical examination, 
aspiration of the mass, and even an exploratory operation with 
biopsy at a large university student health service. With these 
extensive studies, the patient, who admittedly had been “terri- 
bly tense” at the beginning, became steadily more nervous, was 
unable to sleep or study, and went from one college to another 
hoping to make acceptable grades. 


Associate Consultant in Otolaryngology, University of Cali- 
fornia at Los Angeles. 


© The possibility of hypertrophy of the masseter 
muscle as a result of abnormal use is illustrated by two 
case histories. A young woman had consulted many 
doctors because of ao painless swelling below and 
anterior to the left ear. It was found to be caused by 
an extraordinary amount of grinding of teeth, which 
continued during sleep and had visibly worn down 
her teeth. A man whose complaints were earache 
and swelling about the jaw was found similarly to 
give both subjective and objective evidence of habit- 
val grinding. The possibility of a benign hyper- 
trophy of this sort must be kept in mind, becouse in 
one case there had been fear of a tumor and in the 
other a diagnosis of external ear infection had been 
made. 


Examination revealed an enlargement over the angle of the 
jaws that was more pronounced on the left than the right and 
extended from the lower border of the mandible upward to the 
zygoma (fig. 3). It was moderately soft, poorly demarcated, 
and did not swell with eating. Clenching the teeth made it 
more prominent, With pressure, the parotid duct yielded clear 


Fig. 1.—A, intimate relation of parotid duct and gland te 
masseter muscle. B, normal masseter muscle attached to mandi- 


Fig. 2.—A, enlargement typical of 
a parotid tumor. B, 
view of normal and hypertrophied masseter. 


benign masseteric hyper- 
anterior 
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saliva; there was no cervical adenopathy. 
teeth revealed that they had been worn down severely. On 
further questioning, it was learned that the patient ground her 
teeth so severely in her sleep that no one in the dormitory 
would share rooms with her. The diagnosis of benign masseteric 
hypertrophy was made. 


Fig. 3.—Typical appearance of benign masseteric hypertrophy 
in patient. Condition had been diagnosed as possible parotid 


tumor. 


In patients suffering from this syndrome, the condi- 
tion has been diagnosed as parotitis, parotid tumor, 
lipoma, rhabdomyoma, and even otitis externa (when 
oP with pain). If the patient has a malocclu- 
sion and temporomandibular arthralgia, he may ex- 

perience pain which is usually localized over the 
As an example, such a case 
is presented below. 


year 
had been under enormous stress and was aware that, while 
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Examination failed to reveal any abnormality of the external 
ear or tympanic membrane. There was a difluse swelling in- 
ferior and anterior to the left auricle, with marked tenderness 
over the temporomandibular joint but not the tragus (fig. 4). 
X-rays revealed a flaring of the inferior border of the mandible 
(fig. 5), and dental consultation confirmed a marked malocclu- 
sion and abnormal wear of the teeth due to habitual grinding. 
The diagnosis of benign masseteric hypertrophy with malocclu- 
sion and temporomandibular arthralgia was made 


Treatment 


Proper therapy is oftentimes no more than reassur- 
ing the patient that there is no tumor or abnormality. 
When the condition is explained, many of the associat- 
ed complaints disappear with or without sedatives, 
antispasmodics, or tranquilizers. Naturally, the res- 
toration of the bite to normal is essential, and in 
certain instances various dental prostheses are re- 
quired. These may be employed to provide adequate 
occlusal surface or to prevent grinding habits. 

Comment 


In the past 10 years, while serving on five tumor 
boards, I have seen more than 30 cases of the syn- 
drome of benign masseteric hypertrophy. Various 


Fig. 5.—X-ray of mandible showing lateral “flaring” of in- 
border due to excessive pull of masseter muscles. 


diagnoses, such as mixed tumor of the parotid, lipoma, 
and rhabdomyoma, had previously been given. The 
patients had undergone extensive examination, hospi- 
talization, and even isolation. Some had submitted to 
surgical exploration. It is important for all physicians 
and dentists dealing with this anatomic area to be 
aware of this syndrome, in order to avoid psycho- 
logically damaging and unwarrantcd diagnostic pro- 
cedures. 
9730 Wilshire Blvd., Beverly Hills, Calif. 


Figure 3 was supplied by Dr. Frederick M. Turnbull Ir. 
Angeles. 
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Fig. 4.—Patient with condition that had been diagnosed as 
external otitis. Final diagnosis of benign masseteric hypertrophy 
was made. 
of 
H 
Working, be clenched Ms teeth as a Decaine 
unable to wear a headset because of the pain in his left ear 
when he moved his jaw. His family physician had given a 
diagnosis of external ear infection. 
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PROMETHAZINE (PHENERGAN) HYDROCHLORIDE 
AS AN ADJUNCT TO ANESTHESIA 


PRELIMINARY CLINICAL AND ANIMAL STUDIES 
Geraldine A. Light, M.D., E. Trier Mirch, M.D., Ph.D., Rose Engel, M.D. 
and 


John J. Cunningham, M.D., Chicago 


Promethazine (Phenergan) hydrochloride, the most 
potent antihistamine of the phenothiazine group, was 
originally reported on in 1946 by Halpern and Ducrot.' 
Burn * states that the story of chlorpromazine ( Thora- 
zine, Largactil) hydrochloride and promethazine real- 
ly began with Dawes,’ whose study of synthetic sub- 
stitutes for quinidine led to the investigation of these 
compounds. Their pharmacological properties and 
clinical applications have been studied extensively 
both in the Americas and in Europe. Chauchard and 
Chauchard.” Hutcheon.” Kopera and Armitage.” 
Weese, and Winter” are only a few of these investi- 
gators. The exact mechanism of the effects of these 
drugs has vet to be clarified. Their actions are legion.” 
The most spectacular use is in conjunction with hypo- 
thermic techniques, but it is quite likely that some 
effects, such as the potentiation of narcotics and the 
prevention of nausea, may be of more lasting signifi- 
cance, Chlorpromazine, ethopropazine ( Parsidol) hy- 
drochloride, Lisergan (8-dimethvlaminoethy!) 
phenothiazine hydrochloride], diethazine hydrochlo- 
ride ( Diparcol), promazine, and promethazine are all 
phenothiazine derivatives and have the same general 


X-N (Rp 


The X represents a divalent carbon chain and the 


N(R), an aliphatic amine. Promethazine [N-(2.1i- 
methylamino-2-methyl )ethylphenothiazine hydroch/o- 
ride] is represented as follows: 


From the Department of Surgery, Division of Anesthesiology, 
the University of Chicago Clinics, 


© Promethazine was given to 104 surgical patients 
under various conditions to test its possibilities in 
anesthesiology. It was administered either intramus- 
cularly or intravenously in doses of 1 mg. per kilo- 
grom of body weight up to o total of 25 mg. in 
children or in total doses of 25 to 50 mg. in adults. 
These doses proved to be inadequate or unreliable 
os the sole preanesthetic medication, but increased 
the sleepiness in 38 out of 43 patients when given 
in addition to routine premedication such as mor- 
phine and scopolamine Used in conjunction with 
meperidine and with or without chlorpromazine as 
@ premedication in 25 children before diagnostic 
procedures, if caused all to fall asleep promptly and 
eliminated the need of supplemertary anesthesia in 
13. Evidence of usefulness in other situations was 
also obtained, especially in the prevention of post- 
operative nousea, vomiting, and excitement, and in 
the prolongation of the relief afforded by opiates in 
patients with malignancies. The doses required to 
produce these effects in man, when calculated on 
the basis of body weight, were much less than the 
doses found lethal to 50% of laboratory mice and 
dogs. 


Chlorpromazine [10-(3  dimethylaminopropyl) 
chl-rophenothiazine hydrochloride] is represented as 


follows: 


CH2CH2CHa-N 

CHs 

A multiplicity of actions has been reported for this 

group. and chlorpromazine is the most potent in all 

except the antiacetylcholine and antihistaminic effects. 

In these respects, promethazine is the most potent of 

the series (Kopera and Armitage” ). The purpose of 

our study was to evaluate promethazine clinically as a 

sedative, as a potentiator of the barbiturates and opi- 

ates, and as an antiemetic drug. 
Clinical Studies 

Clinical trial of promethazine was conducted over 

a period of nine months in 104 surgical patients to in- 

vestigate the value of the compound for (1) pre- 
— medication (a) as the only 

and (b) in combination with routine premedication or 

(c) with ch and hydrochlo- 

ride; (2) sedation during operation under spinal, re- 

gional, or local anesthesia; (3) potentiation of general 


HCI 


1648 
CH; 


Vol. 164, No. 15 


anesthetics; (4) prophylaxis of postoperative nausea 
and vomiting; (5) treatment of postoperative nausea 
and vomiting; (6) control of postoperative excitement; 
and (7) prolonged relief of pain—in combination with 
methadone hydrochloride or morphine. The patients 
ranged in age from 7 months to 75 vears. 

Adults received doses of from 25 to 50 mg., and 
children received 1 mg. per kilogram of body weight 
up to 25 mg. Preoperatively, the compound was ad- 
ministered intramuscularly. In the operating room 
and recovery room it was given by vein. 

Preanesthetic Sedation.—Five patients received 25 to 
3 mg. of promethazine alone as preanesthetic seda- 
tion before surgery. In four cases, it produced no seda- 
tive effect. In the fifth patient, however. an apparently 
heavy sedation was obtained. This patient was a 16- 
vear-old boy who had received 90 mg. of phenobarbital 
sodium by mouth, not as premedication but coinciden- 
tally. About one hour later, 50 mg. of promethazine was 
injected intramuscularly. Within 10 minutes, the boy had 
fallen into an apparently sound slumber and only grunt- 
ed in response to questioning, without opening his eves. 
Forty-three patients received from 25 to 50 mg. of 
promethazine before or simultaneously with the rou- 
tine preoperative medication, usually morphine sulfate 
(5 to 15 mg.) or meperidine (20 to 100 mg.) with 
scopolamine (Hyoscine) hydrobromide (0.1 to 04 
mg.). The results were excellent (very sleepy or 
asleep) in 5 patients (12%), good (moderately drowsy) 
in 26 (60%), fair (slightly drowsy) in 7 (16%), and 
poor (no apparent additive effect) in 5 (12%). 
Postoperative drowsiness was prolonged in most of 
these patients, particularly if the operative procedures 
were brief, so the time in the recovery room was ex- 
tended as much as from two to three hours over the 
average time in similar cases. The incidence of post- 
operative vomiting in this group was as follows: No 
postoperative emesis occurred in 34 patients (79%), 
and vomiting occurred once in 7 (16%) and was pro- 
longed in 2 (5%), for two and five days respectively. 
There were no patients who vomited twice or only 
several times. 

Promethazine in combination with chlorproma- 
zine and meperidine was used for premedication in 25 
infants and children before diagnostic procedures, such 
as cardiac catheterization, myelogram, pneumoenceph- 
alogram, and roentgenograms of the skull. For 22 
of this group the dosage was 1 mg. of promethazine, | 
mg. of chlorpromazine, and 2 mg. of meperidine per 
kilogram of body weight. For three of the children, a 
double dose of the promethazine was substituted for 
the chlorpromazine, with results comparable to those 
with premedication with the three drugs. This premed- 
ication satisfied both surgeons and anesthesiologists. 
All the patients were asleep on arrival in the op- 
erating room, but some responded to pain. No supple- 
mentary anesthesia was required in 15 patients. A 
rectally given anesthetic agent, tribromoethanol ( Aver- 
tin) or a thiobarbiturate, was required in five patients, 
trichlorethylene in two patients, nitrous oxide—oxygen 
in two patients, and an intravenously given thiobarbi- 
turate in three patients. Except in the case of intraven- 
ously given thiamylal (Surital) sodium, the 1 


vecessary 
dosages of these agents were not appreciably reduced. 
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Sedation During Spinal, Regional, and Local Anal- 
gesia.—Promethazine was given intravenously in doses 
of 25 mg. to seven patients for sedation during spinal, 
regional, and local analgesia. All fell asleep promptly, 
but they could be readily aroused. One of these pa- 
tients was undergoing a prolonged surgical procedure 
while under continuous spinal analgesia and became 
quite nauseated during the operation. After the ad- 
ministration of two 25-mg. doses of promethazine, he 
remained quietly asleep and experienced no more 
nausea, Postoperative sedation was not unduly pro- 
longed. 

Adjunct to General Anesthesia.—Promethazine 
seemed to reduce the amount of the general anesthetic 
agent required. This effect was especially noticeable 
with the intravenous administration of the barbitu- 
rates. 

Prevention of Postoperative Nausea and Vomiting. 
—Nine patients with a definite history of postoperative 
nausea and vomiting after previous surgery received 
25 mg. of promethazine intravenously immediately be- 
fore or during surgery. The therapy was successful in 
all instances. Anesthetic agents given this group in- 
cluded ether, barbiturates, and the gases. 

Treatment of Existing Postoperative Nausea and 
Vomiting.—Promethazine was given intravenously in 
doses of 12.5 mg. to 25 mg. to 11 patients in the recov- 
ery room, These patients were awakening and vomit- 
ing in the recovery room. None of them had received 
promethazine as part of the preoperative medication. 
In 10 patients (90%), nausea was completely relieved, 
and one patient had no relief. The medicament caused 
drowsiness and prolonged the stay in the recovery 
room. 

Control of Postoperative Excitement.—Wild postop- 
erative excitement was controlled in two patients by 
promethazine in doses of 25 mg. and 12.5 mg., respec- 
tively, given by vein. Both patients became quiet in a 
few minutes, slept briefly, and awoke calmly about 10 
minutes later. 

Prolonged Relief of Pain.—The intense and constant 
pain of inoperable malignancy suffered by two patients 
had not been relieved by large and frequent doses 
of opiates. One patient, after the combination of 12.5 
mg. of promethazine with 10 mg. of methadone hydro- 
chloride or 100 mg. of meperidine was administered 
evecy six hours, remained comfortable for 
months until his death from the disease. Another pa- 
tient had previously received doses of 15 mg. of mor- 
phine every three hours, with very little relief. After 
the administration of promethazine, 12.5 mg. with 
10 mg. of morphine every four hours, the pain was 
adequately controlled. It is our impression that pro- 
methazine prolongs and intensifies the effects of nar- 
cotics, and it appears to exert a greater potentiating 
action on morphine than on meperidine. 


Laboratory Studies 

A series of animal studies was conducted to de- 
termine the toxicity of promethazine. Four dogs were 
anesthetized with thiopental sodium, and respiration 
was maintained by a mechanical respirator. The 
arterial blood pressure and the electrocardiographic 
and electroencephalographic readings were recorded 
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(fig. 1 and 2). The first dose of promethazine was 0.5 
mg. per kilogram of body weight given intravenously. 
At intervals of a few minutes, double the dose was 
given until the animals died, after the administration 
of 50, 64, 70, and 80 mg. per kilogram of body weight 
respectively. The lethal doses were 100 times the clin- 


ical doses, 
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sedation when administered intravenously during sur- 
gery with spinal, regional, or local analgesia, and it 
seems to be of appreciable value in the prevention of 
postoperative nausea and vomiting. Promethazine is 
also of value in the active treatment of postoperative 
nausea and vomiting. Postoperative excitement was 
quelled in two patients by the intravenous administra- 
tion of promethazine. The drug also 
potentiates and prolongs the action of 

the opiates in relieving pain in pa- 


Electrocardi ogram 
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tients with ineradicable malignancies. 
Prolonged drowsiness, the only unto- 
ward clinical effect, may be desirable 


4p seconds 


m some instances, but it may necessi- 
tate a prolonged sojourn in the re- 
covery room. In a busy clinic, this 
efiect may be a disadvantage. The 
toxicity of this drug was found to be 
extremely low. 
950 E. 39th St. (37) (Dr. Moreh). 
References 


Fig. 1.—Graph of arterial blood pressure in dog, with electrocardiographic and 


electroencephalographic tracings, showing, A, that, after the administration of 4 mg. 
of promethazine per kilogram of body weight, blood pressure level dropped from 165 
to 140 mm. Hg but returned to original level in 30 seconds, and, B, that, after the 
administration of 16 mg. per kilogram of body weight, blood pressure level dropped 


more but rose again in 40 seconds. 


The electroencephalographic electrocardio- 
graphic tracings showed no change until 16 mg. of 
promethazine per kilogram of body weight was given. 
Then the electrocardiogram showed very minor 
changes, and the encephalogram showed first a stimu- 
lation and then a depression. 

After the intravenous injection of promethazine in 
isotonic sodium chloride solution in 80 mice, the 
LD, was established at approximately 30 mg. per 
kilogram of body weight. which again corresponds to 
many times the clinical dose. 
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Fig. 2.—Graph of arterial blood pressure in dog, with electro- 
cardiographic and electroencephalographic tracings, showing 
that, after the administration of 64 mg. of promethazine per 
kilogram of body weight, blood pressure level dropped from 105 
to almost 20 mm. Hg in a few seconds. Dog died in a few 
minutes. 


Summary 


Promethazine is of value as an adjunct to premedi- 
cation and anesthesia in several ways. It potentiates the 
action of barbiturates and opiates, it gives immediate 
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TREATMENT OF ENTEROBIASIS WITH ONE ORAL DOSE 
OF PROMETHAZINE HYDROCHLORIDE 


Thomas S. Bumbalo, M.D., Lois J. Plummer, M.D. 
and 
John R. Warner, M.D., Buffalo 


Since our first ‘on the successful treatment 
of enterobiasis (infection by the pinworm Enterobius 
vermicularis) with piperazine, many investigators * 
have reported on the high incidence, methods of diag- 
nosis, and the treatment of this condition. Of all the 
oxyuricides evaluated to date, only piperazine fulfills 
Cram’s criteria * for a satisfactory agent: piperazine is 
highly effective, nontoxic, easily administered, well 
tolerated, and relatively inexpensive. However, the 
simplicity of treatment and the reduced cost of a 
single-dose regimen have stimulated further research 
in the treatment of enterobiasis. 

In a recent publication, Avery * reported a 97% cure 
rate in 100 patients with enterobiasis treated with a 
single oral bedtime dose of promethazine ( Phenergan ) 
hydrochloride. The excellent results reported by Avery 
with this “inexpensive, nontoxic, one-dose oral treat- 
ment for the eradication of pinworms” prompted this 
study to ascertain the efficacy of promethazine in the 
treatment of enterobiasis and to confirm Avery's study. 

Promethazine, an antihistamine derived from pheno- 
thiazine, is 
thiazine hydrochloride. It has the following structural 


ila: 
CHs 
CHe-CH -N(CHs)e 


Phenothiazine,’ the parent compound of prometha- 
zine, has been used in C7 treatment nrg enterobiasis 
in humans for many years. While cure rates as high as 
86% have been reported” in studies of patients who 
were treated with phenothiazine given orally, the drug 
has been proved too toxic for general use. Prometha- 
zine, the derivative of phenothiazine, has had extensive 
trial as an antihistamine, both in this country and 
abroad for several years, with encouraging results. 
Certain chemical and clinical differences between 
phenothiazine (C,.H.NS), the parent compound, and 
promethazine, the derivative substance, may explain 
the lack of toxicity of promethazine hydrochloride. 


Clinical Material and Method 


One hundred seven children infected with E. vermic- 
ularis were treated with 125 mg. of 
given in a single dose at bedtime. These patients were 
residents of the Immaculate Heart of Mary Home, an 


From the Department of Pediatrics, Edward J. Meyer Me- 
morial Hospital, and University of Buffalo School of Medicine. 


© One hundred seven children infected with Enter- 
obius vermicularis were treated with 125 mg. of 
promethazine given in a single dose at bedtime. 
Adhesive cellophane tape smeors were made in 


daily for seven days. Only 5 of the 107 children 
gave consistently negative results through the seven- 
day period; the percentage of successes was there- 
fore 5.3%. A second series of 24 patients were 
treated with 125-mg. doses of pyrathiazine. The per- 
centage of successes was 12.5%, . That these dosages 
were not far from the limits of tolerance was shown 
by the appearance of nausea, disorientation at night, 
and enuresis in some of the children, although in 
general the drugs were tolerated well. Since it must 
be assumed thot the incidence of side-effects would 
be increased by any increase in dosage of either of 
these two drugs, the authors recommend thot other, 
more effective oxyuricides of established value be 
used instead. 


outpatient project of the Edward J. Meyer Memorial 
Hospital in Buffalo. The infected children, 76 males 
and 31 females, ranged in age from 2 to 15 years. The 
diagnosis was established by means of a 

of the Graham adhesive cellophane tape swab tech- 
nique, which we have described in detail in our earlier 
publications.” Two cellophane tape smears were taken 
from each patient before bathing for two consecutive 
mornings. Sixty-six of the 107 infected children had 
positive smears on both mornings, and 41 children 
had positive smears on one morning. All the children 
with positive smears were considered infected with E. 
vermicularis and were treated. Beginning 10 days 
after treatment, one cel tape smear was taken 
before bathing, daily, for seven days from each of the 
infected children to determine the results of the treat- 
ment. The well-established criterion of cure, seven 
consecutive negative smears, was used. 

Seventy-seven of the total of 184 pediatric residents 
of the home had negative diagnostic cellophane tape 
smears and were assumed to be free of enterobiasis. 
Fifty-one of the 77 were females and 26 were males. 
The ages of the group ranged from 4 to 16 years. These 
77 children, even though they were considered to be 
free of enterobiasis, were treated with the same dosage 
of promethazine as the infected children. By treating 
the noninfected group of children of this home, we 
hoped to minimize the possibility of allowing infected 
children, who at that time may have had negative diag- 
nostic smears, to go untreated and subsequently reinfect 
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establishing the diagnosis and following the course 
of treatment; eggs present on the skin about the anus 
adhere to the tape and are thus transferred to glass 
slides for identification. Beginning 10 days after 
treatment, one cellophane tape smear was taken 
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the children who had been treated. The adult person- 
nel of the orphanage were not treated, since none of 
them presented symptoms that suggested enterobiasis. 

Without any preliminary preparation or fasting, all 
184 children, 107 (58.2%) infected and 77 (41.8%) 
noninfected, were given 125 mg. of promethazine in a 
single dose at bedtime on the evening of the second 
diagnostic smear. Each of the children swallowed five 
uncoated and rather bitter tablets of 25 mg. each. The 
younger children who were unable to swallow the 
intact tablets swallowed crushed tablets mixed with 
grape juice. All of the children, regardless of age and 
weight, were given the same dosage of the medica- 
ment. The tablets, in all instances, were washed down 
by 1 oz. of grape juice. The dosage of promethazine 
employed was set at 125 mg. to coincide exactly with 
the dosage used by Avery’ in his study. While no 
deliberate hygienic measures were prescribed, the 
usual routines of personal and environmental hygiene 
were adhered to as closely as possible. 

In addition to treating these 184 children in the 
Immaculate Heart of Marvy Home, we treated 24 
patients in the wards and outpatient department of 
the Edward J. Mever Memorial Hospital with pvrathia- 
zine (Pyrrolazote ) hydrochloride, another phenothia- 
zine derivative. Pyrathiazine is 10-[2-1( pvrrolidvl)- 
ethyl] penothiazine hydrochloride and has the follow- 
ing structural formula: 


| N 


OO 


The same routines of diagnosis and treatment were 
used with this group of patients as with the group of 
patients in the orphanage. These patients each re- 
ceived two coated 50-mg. tablets and one coated 
25-mg. tablet, a total of 125 mg. of pvyrathiazine. 


Results 


Of the 107 infected children treated in the orphan- 
age, only 5 (5.3%) had one daily negative post- 
treatment cellophane tape smear for seven consecutive 
days. These five were declared cured. The table indi- 
cates the results of treatment. In 89 cases the treatment 
failed. Only one patient had one positive post-treat- 
ment smear and six negative post-treatment smears. 
The remainder had two or more positive post-treat- 
ment smears. If the positive smear in the case of the 
patient who had only one positive post-treatment 
smear had occurred on the first day of the post-treat- 
ment period, it might reasonably be concluded that he 
too was cured but that he had a positive reaction one 
day longer than the rest of the patients. Since the posi- 
tive smear occurred on the fourth day, this patient 
could not reasonably be included with the cured 
group. The cure rate in this series of infected patients 
treated with promethazine was only 5.3%. The cure 
rate for the ward and outpatient hospital patients 
treated with pyrathiazine was 12.5%. 

Both derivatives of ine, promethazine hy- 
drochloride and pyrathiazine hydrochloride, were well 
accepted and tolerated by all of the patients. Only 
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five patients of the group treated with promethazine 
experienced any untoward reaction. All five awakened 
during the night to void and became disoriented. They 
could not find their way back to their beds and had 
to be assisted by the attending nuns. Two patients of 
the group treated with pvyrathiazine e 

nausea; one of these vomited, necessitating readminis- 
tration of the medicament. Two other patients of the 
group treated with pyrathiazine who were not bed- 
wetters experienced enuresis on the night of medica- 
tion. Two of the authors took 125 mg. of promethazine 


Results of Treatment of Enterolnasis with Promethazine 


treatment Sinears 
Nev Nev 


7 o ? 7 0 

‘ 3 4 ‘ ” 

1 2 i 

2 2 0 

1 6 1 1 ” 

? 8 2 2 0 

1 2 1 

? 2 2 0 

i 1 0 

Total ~ 4 
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Date on the 18 of the 107 infected patients are not in 
in thik tavde ceeause were absent for all 7 post-treatment 
steears and were albeent for l or more post-treatment «meare 


at bedtime at the onset of this study. One of us slept 
soundly all night, while the other spent a restless and 
sleepless night. 

Sample post-treatment blood cell counts and urin- 
alyses were done on 10 of the patients. Eight of these 
had an eosinophilia ranging from 5 to 13%. This findin 
does not coincide with our earlier observation of a lack 
of eosinophilia with enterobiasis.” 

Twenty-one of the children who had had negative 
diagnostic cellophane tape smears had seven con- 
secutive negative cellophane tape smears beginning 
10 days after treatment and therefore remained free 
of infection. Fifty-six of the 77 noninfected children 
had positive smears 10 days after the treatment period, 
indicating that despite their treatment they became 
infected during the course of the study. 


Comment 


The percentage of cures in this series of 107 infected 
children treated with 125 mg. of promethazine given — 
in a single oral dose was 5.3. The percentage of cures 
in a smaller group of 20 infected patients treated with 
pyrathiazine hydrochloride was 12.5. In a total of 127 
patients, therefore, the over-all cure rate was 6.1%. 

cure rates are even lower than the spontaneous 
cure rates and indicate that the drugs used in this 
study were significantly ineffective and permitted the 
usual reinfections and autoinfections that might be 
expected in a large group of infected children living in 
the intimate environment of the average institution 
for homeless children. The incidence of infection with 
E. vermicularis is much higher in children living in insti- 
tutions that in children in private homes. Of the total 
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of 184 children in this home, 57.2% were infected. The 
infection rate for the city of Buffalo is 30%, calculated 
on the basis of studies we have conducted at the Ed- 
ward J. Meyer Memorial Hospital. 

While our studies confirm the lack of toxicity of 
promethazine, as reported by Avery,’ and pyrathia- 
zine, we are unable to confirm the high cure rate ob- 
tained by Avery in his studies. It is our opinion that, 
with the availability of oxvuricides of established 
value, promethazine hydrochloride and pyrathiazine 
hydrochloride should not be recommended as efficient 
oxyuricides. 


462 Grider St. (15) (Dr. Burmbalo). 


The promethazine hydrochloride used in this study was 
supplied as Phenergan by Wyeth Laboratories, Inc. Phila- 
delphia, and the pyrathiazine hydrochloride as Pyrrolazote by 
the Upjohn Company, Kalamazoo, Mich. 
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At present, nearly all open-heart operations at the 
Cleveland Clinic are performed during elective cardiac 
arrest. While the patient's circulation is being main- 
tained with a heart-lung machine, his heart is stopped 
by potassium citrate injected into the root of the 
aorta. This technique, originated by Melrose,’ pro- 
vides an almost bloodless operative field with excel- 
lent visibility. The heart is completely motionless and 
flaccid, so that it can be manipulated, folded, and in- 
verted for exact placing of sutures. Since the entire 
coronary circulation is stopped, there need be no tear 
of kinking or obstructing coronary vessels, with re- 
sultant local ischemia. In most instances blood loss 
from the open heart is slight—as, therefore, is the 
amount of transfused blood needed to replace it. 
Theoretically, cardiac arrest seemed to have obvi- 
ous advantages, but only experience could answer 
the following questions: 1. Would the human heart 
resume its normal action after a period of prolonged 
arrest due to potassium citrate? 2. Would unfore- 
seen difficulties arise with this new technique? 3. 
Were new dangers introduced with the use of po- 
tassium citrate? 


From the Division of Research and the departments of 
thoracic surgery and anesthesiology, the Cleveland Clinic 
Foundation, and the Frank E. Bunts Educational Institute. 
Dr. Moraca is a Fellow in the Department of Anesthesiology, 
the Cleveland Clinic Foundation. 


ELECTIVE CARDIAC ARREST WITH POTASSIUM CITRATE 
DURING OPEN-HEART OPERATIONS 


REPORT OF THIRTY-SEVEN CASES 


Willem J. Kolff, M1.D., Donald B. Effler, M.D., Laurence K. Groves, M.D. 
and 
Patrick P. Moraca, M.D., Cleveland 


© A complete, temporary arrest of cardiac motion 
wos induced and an almost bloodless operative field 
was obtained by the use of potassium citrate in 37 
patients undergoing open-heart surgery. The largest 
group consisted of 18 children with congenital inter- 
ventr:culor septal defect. The heart-lung machine, 
consisting of a pump and an oxygenator, was con- 
nected so as to remove blood from the venae cavae, 
oxygenate it, and return it to the aorta. The aorta 
was occuluded 2 or 3 cm. above the heart, and a 
mixture of 2 mi. of 25% potassium citrate solution 
with 18 ml. of blood was iniected into the aorta 
proximal to the point of occlusion. The potassium 
citrate solution was injected until the heart stopped. 
If 20 ml. was not enough, more was injected. lt was 
found that under these conditions the human heart 
could resume its normal action after periods of arrest 
as long as 40 minutes. The flaccidity of the heart 
facilitated extensive repairs, but distortions and 
tensions that were produced when large defects were 
closed sometimes resulted in tears elsewhere after 
the spontaneous beat was restored. The potassium 
citrate itself did not seem to introduce any new 
dangers. Of the 13 patients who died, three had 
transposition of the great vessels and one had a 
single ventricle. Twenty-four patients recovered. All 
of the nine patients who had the tetralogy of Fallot 
were in the group who recovered. 
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Technique 

All heart-lung machines are based on the principle 
that blood is withdrawn from the venae cavae, is 
oxygenated extracorporeally in an artificial lung, and 
is pumped back into the aorta (fig. | and 2). The 
patient's own heart is completely bypassed, but the 
coronary arteries receive blood from the aorta as long 
as the root of the aorta is not clamped off. As the 


j —Venous cannula Artificiel 
aorta 


Artificial lung 


Fig. 1.—Diagram of artificial maintenance of circulation. 
Extrathoracic cannulations: Blood is sucked out of venae cavae 
into any kind of oxygenator and is pumped through side-branch 
back into aorta, Flow in aorta is reversed, All tissues are per- 
fused with blood coming from aorta. 


coronary blood reenters the heart via the coronary 
sinus and the venae cordis minimae ( Thebesian veins ), 
the heart is by no means dry. Each heart-lung machine 
comprises a pump and an oxygenator. 

Oxygenators.—In the disposable membrane oxy- 
genators (Baxter Laboratories), previously described 
in detail,’ oxygenation takes place through polyethyl- 
ene tubing, (fig. 3). The results of use of these oxy- 
genators in patients have been as good as was expect- 
ed on the basis of 140 experiments on dogs.’ In the 
present stage of development they require consider- 
able blood for priming, which makes them costly to 
use on persons weighing more than 20 kg. (44 Ib.). 
These disposable membrane oxygenators were used 
for 29 of our 37 patients. The weights of those pa- 
tients ranged from 3.3 to 23 kg. (7.3 to 51 Tb.). 
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The Bjérk oxygenator (fig. 4) was used for eight 
patients weighing up to 50 kg. (110 Ib.). In small 
tients it does not allow very accurate balance of 
. but for larger patients it requires less blood to 
prime than does the membrane type. The Bjérk oxy- 
genator * (made for one of us [W. J]. K.] by Mr. J. de 
Groot in the factory of the N. V. Philips in Zwolle, 
The Netherlands) consists of a row of 48 disks, each 
13 cm. in diameter, on a central shaft, which rotates 
60 to 140 rpm in a trough containing sufficient blood 
to cover the lower portion of the disks. Oxygenation 
takes place when the film of blood on the rotating 
disks is exposed to an atmosphere of oxygen. One per 
cent carbon dioxide is added to the oxygen in most 
cases. Two Bjork oxvgenators (two troughs and two 
rows of 48 disks each), arranged in parallel, can 
oxygenate 3,000 ml. of blood per minute. The follow- 
ing changes are among those recently made in this 
equipment: 1. Inexpensive Gramophone disks (Gray 
Audiograph disks) have been substituted for the 
original stainless steel disks. Two or three new, un- 
grooved Audiograph disks are glued together to make 
one disk of increased rigidity. The equipment is steri- 
lized in a solution of benzalkonium (Zephiran) chlo- 
ride. 2. A minute amount of Dow Corning Antifoam A 
is applied to the trough in which the disks rotate, so 
that any bubbles that form will be broken up and will 
not generate foam. 
FROM PUMP 


Fig. 2.—Schema of intrathoracic cannulation for extracorpo- 
real maintenance of circulation. Systemic venous return is 
diverted to oxygenator by intracaval catheters, Blood returning 
from oxygenator enters aortic arch by way of a subclavian 
artery, perfusing coronary arterial system as well as brain and 
other organs. 


Pumps.—Although other investigators may vary the 
rates of their arterial pumps, we prefer to set the 
arterial pump at a constant predetermined rate. As the 
perfusion with oxygenated blood is the ultimate goal 
of the heart-lung machine, inadequacy of venous re- 
turn should not necessarily be reflected in a decreased 
arterial output. An inadequate venous return almost 
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invariably is caused by blood loss in the operating 
field and is an indication that blood must be trans- 
fused; transfusion is performed at the venous end of 
the machine. 

With the membrane oxygenator, a three-pump sys- 
tem (Sigmamotor) (fig. 5) makes it possible to check 
accurately the balance of input and output.‘ With 


Fig. 3.—Top, artificial lung (right) and artificial lung in 
plastic bag with tube for oxygen inlet at bottom. Bottom, cross 
section of membrane arrangement of artificial lung: three layers 
of Fiberglas window screen, two polyethylene tubes, and three 

pairs of spacers (to permit distention of tubes with blood) 
(reproduced with permission from the Journal of Thoracic Sur- 
gery (22622 ( Nov.) 1956)). 


the Bjérk oxygenator, which is placed 66 cm. below 
the level of the operating table, gravity controls the 
flow of blood into the apparatus and one large pump 


‘Pie 4.—Bjérk oxygenator. Gramophone (Audiograph) disks 
rotate in trough containing blood. 


(Sigmamotor) returns the blood (fig. 6). Hemolysis 
is avoided by the use of polyvinyl! chloride tubing in- 
stead of rubber tubing for the pumps. 

Flow Rate Used.—In the first 10 patients of this 
series, a low flow rate of 35 ml. per kilogram per 
minute was used, based on the pioneering work of 
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Lillehei.” However, on many occasions the child’s level 
of anesthesia, as determined by our clinical observa- 
tions and the electroencephalogram, seemed to deepen 
during the run, indicating a certain amount of cere- 
bral hypoxia. Although the elect yvenceph logr 
findings rapidly returned to normal and we have not 
observed any lasting ill effects, we believe that even 
such temporary hypoxia should be avoided. Since we 
have used higher flow rates, the children tend to wake 
up during the run, and often their movements have to 
be inhibited by administering succinylcholine chloride 
through the machine. Patients now routinely wake up 
during closure of the wound; they did not always do 
so with the lower flow rates. For children who weigh 
less than 10 kg. (22 lb.), we now pump 75 ml. of 
blood per kilogram per minute, and for adults we 
pump about 50 ml. However, the flow rate has to be 
less if the subclavian artery cannot receive a cannula 
large enough to carry this flow. 

Potassium Citrate Arrest.—The technique of bring- 
ing about cardiac arrest by potassium citrate perfusion 
is exactly that proposed by Melrose’ and described 
by us in detail." While the machine is pumping oxy- 
genated blood at the set flow rate, the venae cavae are 
temporarily tied off (fig. 7). Next the aorta is occluded 
with a noncrushing clamp 2 or 3 cm. above the heart. 
A mixture of 2 ml. of a 25% solution of potassium 


Fig. 5.—Diagram of three-pump system for artificial main- 
tenance of circulation. Artificial-lung pump is set at constant 
rate. Blood level in buret indicates whether venous pump and 
arterial pump are in balance. 


citrate (containing 0.5 Gm. or 4.5 mEq.) and 18 ml. of 
aspirated blood is injected into the root of the aorta, 
proximal to the clamp (fig. 7). The potassium citrate 
solution is injected until the heart stops. If 20 ml. is 
10t enough, more is injected. 

During arrest the heart has a low oxygen require- 
ment; consequently, it is assumed that occlusion of the 
aorta and interruption of coronary flow have minimal 
deleterious effect, and the dry heart may be cut, re- 
paired, and closed without excessive haste. After 
completion of the intracardiac operation the clamp 
on the aorta is released. Blood from the heart-lung 
machine reaches the coronary vessels, flushes out the 
potassium citrate, and provides oxygen. Soon the first 
heartbeat may be expected. Usually, the surgeon does 
not complete closure of the cardiotomy until the first 
coronary sinus blood, which has a high potassium 
level, has overflowed from the heart. 
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Blood Replacement.—All_ blood sucked from the 
operative field is collected after passage over Dow 
Corning Antifoam A and is measured in a graduated 
evlinder. The blood that was lost is replaced, volume 
for volume, with heparinized donor blood. At the be- 
ginning and at the end of the operation the patient 
is weighed on a platform scale. The difference in 
weight is a factor in determining the blood balance 
and whether blood should be replaced scantily or 
generoush during the postoperative period. 


Fig. 6.—Diagram of Bjork oxygenator. Venous inflow into 
oxygenator is by gravity (siphon) regulated with screw clamp. 
Oxygenated blood is pumped out of troughs by large Sigma- 
motor pump, passing air-cushion—bubble catcher and filter be- 
fore it returns to aorta. 


Arterial Blood Pressure.—The arterial outflow line in 
both types of heart-lung machine is provided with a 
filter and a bubble catcher, on which is mounted an 
aneroid manometer that indicates the blood pressure 
of the patient when the pump is not in operation. As 
mentioned previously the arterial pump operates at a 
predetermined rate that provides adequate perfusion, 
the blood pressure during the run is not measured. 


Clinical Results 


Of the 37 patients who underwent elective cardiac 
arrest by potassium citrate during open-heart opera- 
tion, 13 died and 24 recovered. Ten deaths may be 
considered surgical failures, and, of these, four were 
nonpreventable with our present experience and 
technique Three of these patients had transpositions 
of the great vessels and the fourth had a single ventri- 
cle. The other six surgical deaths presented types of 
problems that, in the future, with more experience, we 
should be able to manage. 

Three deaths were from pulmonary complications. 
Two of these patients were known to have severe pul- 
monary hypertension and died 10 and 36 hours, respec- 
tively, after the operation. The third, a 7-month-old 
infant, notwithstanding tracheotomy, died from pul- 
monary dysfunction one week after the operation. 
Table 1 gives a summary of results. A most promising 
finding is that all of the nine patients having tetralogy 
of Fallot lived. 
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Observations.—There was some correlation between 
the dose of potassium citrate and the weight of the 
patient (table 2); however, for hearts of the same 
size, the individual doses of potassium citrate varied 
widely. The findings in 2 of the 37 patients are not 
included in tables 2, 3, and 4, because they were diffi- 
cult to classify. A summary of experiences in those two 
patients follows. 

Case L—A baby weighing 3,300 Gm. (7.3 tb.) had two 
interventricular septal defects, a wide pulmonary artery, and a 
small, underdeveloped aorta. It took 25 mil. of the potassium 
citrate—blood mixture to stop the heart, and not until 14 min- 
utes and 40 seconds after removal of the clamp did the first 
heartbeat occur, Heart block persisted, and mean arterial 
pressure could not be restored to a level higher than 30 mm. He. 
After 68 minutes the child was taken off the machine. The child 
moved and showed no signs of cerebral damage but died that 
same afternoon. At postmortem examination it was found that 
only one of the two defects in the ventricle had been closed and 
that a potassium citrate hematoma had developed because the 
aorta had been traversed during the injection of the potassium 
citrate—blood mixture. It is possible, but cannot be proved, that 
this caused the heart block: if so, the use of the heart-lung 
machine should have been continued until all the potassium 
citrate was diffused and an effective heartbeat had been 
restored, 

Case 2.-The second child was a boy weighing 17 ke. 
(37.4 tb.) with complete transposition of the great vessels, The 
heart was stopped for 40 minutes. The venous return was re- 
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Fig. 7.—lTechnique of induced cardiac arrest. Venae cavae 
are occluded by umbilical tapes while heart is bypassed with 
extracorporeal pump-oxygenator, Aorta is occluded midway 
between aortic valve and innominate artery. Potassium citrate— 
blood mixture is injected into occluded aortic root and perfuses 
coronary bed until heart stops. To restart heartbeat, clamp is 
removed from aorta: blood from heart-lung machine perfuses 
coronary circulation and flushes out potassium citrate, where- 
upon heart starts beating. 


channeled within the auricle, as described by Albert,’ and an 
attempt was made to close an interventricular septal defect. 
During the procedure there was excessive bleeding into both 
sides of the heart. After removal of the aortic clamp, ventricular 
fibrillation occurred. As seen on the oscilloscope, the ventricular 
fibrillation gradually changed into slow ventricular waves and 
later into regular beats. Fifty-eight minutes after removal of the 
aortic clamp, when the machine was stopped, the heartbeat 
was effective and the mean arterial pressure was 580 mm. Hg. 
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The child died that afternoon. At autopsy, the venous rechan- 
neling was found to be perfect; a large patent ductus was 
found, and the outflow tract of the systemic ventricle was 
narrowed. This narrowing had resulted from an attempt to 
close the septal defect in the absence of the anterior part of the 
septum. 


Duration of Cardiac Arrest.—The average duration 
of cardiac arrest in the remaining 35 cases was 17 
(7 to 40) minutes. The duration of arrest is calculated 
from the moment the heart stopped until the first 
ventricular beat. This time lapse includes intracardiac 
operative time plus the interval between the removal 
of the clamp from the aorta and the appearance of the 
first ventricular beat. 

Recovery of Heart.—The first heartbeat occurred an 
average of 64 seconds (10 seconds to 5 minutes) after 
removal of the clamp. In a 35-year-old woman (50 kg. ) 
with severe aortic stenosis, it took the unusually long 
time of five minutes. This delay may have been due to 
extensive arteriosclerosis and atherosclerosis in the 
subclavian artery, which limited the size of the arterial 


Taare 1.—Results of Elective Cardiac Arrest in 
Thirty-seven Patients 


of Death 


Sur¢leal 
Patients, Deaths, Pre Nenpre 
Diagneosi« No. No ventatle ventatle cations 
interventricular septal de. 
Tetraloey of Fallot ........ 
Tran«perition of great vee 


Ostium primum ! 
Interauricular septal defeet 
(ostiam primum) and 
mitral stenosis .......... 1 1 eee eee 1 
Interauricular septal cefeet 
and single ventricle ...... 1 1 eee 1 
Interaurieular septal defect 
and pulmonary «tenost« .. 1 
Interauricular <eptal defect 
and mitral insufficiency. . 1 1 
Pulmonary stenosi« and trt- 
1 
Aortic stenosi« ee ee 1 1 “** 
Total 37 13 


cannula that could be used, as well es atherosclerosis 
in the coronary arteries, as was later found. However, 
25 minutes after removal of the clamp the heart action 
was effective and the blood pressure was 120/80 mm. 
Hg. 
In the 35 patients, an effective heart action was 
restored within an average of 14 (5 to 35) minutes. 
This period was measured from the time of removal 
of the aortic clamp to the time of cessation of extra- 
corporeal circulation, when the patient's circulation 
was reestablished. During this time the surgeon usually 
completed the suturing of the ventriculotomy, ob- 
served hemostasis of the cardiac incision, partly closed 
the pericardium, and removed blood from the chest 
so that a total blood balance could be made. The 
time indicated here for the return of an effective heart 
action is usually longer than the actual time required 
for the effective heartbeat to return. 

Perfusion Rate and Recovery of Heart Action.—The 
findings were studied for possible correlation between 
the perfusion rate of the heart-lung machine and the 
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time required for resumption of the heartbeat and 
effective heart action. Higher flow rates do not seem 
to bring about faster recovery of the heart action 
(table 3). However, a higher flow rate may be advan- 
tageous when air is trapped in the coronary arteries. 
Air was seen in the coronary arteries in four instances, 
but it might have been present more often. In two 
children with air visible in the coronary arteries the 
perfusion rate was 35 ml. per kilogram per minute, 
and it took 19 and 26 minutes, respectively, for restora- 


Taste 2.—Relation of Weight of Patient and Amount of 
Potassium Citrate—Blood Solution Used to Arrest Heart 


\mount of Potas<ium Citrate- 
Blood Solution? Used 


C 
Weieht Range, Ke Patients, No.* ML Range, MI 

mo 


“Two patient« not inchuded 
‘Mixture of ml oof pote«<iom eitrate «olution and 18 mi. of 
was teed to arrest heart. 


tion of effective heart action. In two other children the 
flow rate was higher, 50 ml. per kilogram per minute. 
In one of these, effective heart action was 

within five minutes; the air could be seen traveling 
through the coronary vessels at a high velocity. In 
the other, restoration of effective heart action was de- 
laved for 35 minutes by ventricular fibrillation. 

Of the four patients with air visible in the coronary 
arteries, two recovered and two died. The deaths could 
not be attributed to temporary obstruction of the 
coronary circulation by air. 

Arrhythmias.—T able 4 gives data on the arrhythmias 
that occurred during the open-heart operations. 

Ventricul ur Fibrillation: Ventricular fibrillation oc- 
curred in 7 of our 37 patients (table 4). It converted 
spcntaneously to normal rhythm in two patients, and 


Taste 3.—Relation of Perfusion Rate to Duration of Cardiac 
Arrest and of Prerecovery Periods 


Interval Until Interval Until 
mption of Restoration of 


Thitation of Ventricular Effective Heart 


Perfusion Arrest, Min.t Heartbeat, Action, Mint 
Kate MI Patients,-—  - —- - 
he Win. No* Range Av. Range Av. Range 
lo 
8 5-21 2.5 lu OMS 


patients not inehided. 

‘Period moment heart stopped until first ventricular beat. 
Period from removal of aortic camp until first ventricular beat. 
from removal of aortic camp until machine was disconnected, 


in four patients normal rhythm was restored by a 
second perfusion with potassium citrate. In the seventh 
patient the second arrest with potassium citrate was 
incomplete according to the electrocardiogram, and 
ventricular fibrillation continued after the clamp on the 
aorta had been released. Later, normal rhythm was re- 
stored, either spontaneously or perhaps as the result 
of an injection of procaine hydrochloride. 
Ventricular Tachycardia: Ventricular tach 

occurred in 2 of the 37 patients (table 4). One patient 
had ventricular tachycardia 14 days before the open- 
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heart operation, while undergoing an attempt at blind 
surgical repair of aortic stenosis, and required a pro- 
caine hydrochloride injection and cardiac massage to 
restore normal rhythm. Then, during the open-heart 
operation, she developed a two-minute episode of 
ventricular tachveardia prior to connection to the 
heart-lung machine and also a four-minute episode 
some time after the potassium citrate arrest. The sec- 
ond patient had a 14-minute ventricular tachycardia. 

Heart Block: Heart block was observed in 11 of 
the 37 patients. In two patients it has been permanent 
postoperatively. In these two patients isoproterenol 
(Isuprel) hydrochloride increased the ventricular rate 
so that an effective heart action could be restored, 
later these patients maintained a satisfactory ventricu- 
lar rate bv themselves. Nine patients had transient 
blocks lasting from two minutes to four hours. Four 
of the nine died (three surgical failures and one pul- 
monary complication) and five recovered. 

Changes in Temperature and Arrhythmias: Since no 
vigorous efforts were made to heat the blood in our 
machines, a moderate drop in temperature occurred in 
many patients, occasionally to 32 C (89.6 F). In one 
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gram) from an unsuspected patent ductus. ( In experi- 
mental investigations. One of us and Dubbelman “ 
found lungs engorged with blood when the heart-lung 
machine was used for perfusion in the presence of an 
open ductus arteriosus.) Because large blood losses 
occasionally may occur, it is wise to have a sterile 
sucker and a defoaming chamber in readiness to col- 
lect the blood for reuse. 


Comment 
We believe that the Melrose ' technique of elective 


cardiac arrest with potassium citrate deserves recom- 
mendation, because in all of our 36 cases in which it 
was correctly applied it was possible to restore effec- 
tive heart action and adequate circulation. 

It is important that the understandable impatience 
and anxiety of the surgeon when the heart action is 
not immediately restored be curbed. Whether the de- 
lav is due to air ( visible or not) in the coronary arter- 
ies or to other reasons, just being patient seems to be 
the best remedy. For example, attempts at massage 
have had no beneficial effects except perhaps as a 
relief to the surgeon in his profound desire to make 


Taste 4.—Data on Twenty Patients Having Arrhythmia During Open-Heart Operation*® 


Patient«. 
Trpe of Arriwthmia Ne 


Ventricular 

rearrest 


K* rearrest 


min K* rearre«t 


19 K* rearrest (Ineorplete) 


Ventricular tachveardia 
patient«) .. 


Heart thock (11 patient«) 
* min. to 4 br. ... 


Permanent .. ‘ aye 


* Effective heart action in all ewen If death oeeurred later 


Vethvwt of Conversion 


min Procaine hycrochloride 
14 min Proeaine hydrochloride 


Patient'« Visitele 
Temperature, in Corenary 
Arteriex Resrlt 


Reeanvery 

heen 

br poxtoperatively, 
pobmeneary fathire 

& postoperatively, 
sureleal falhire 

Reeowvery 


Ivath, sureteal failure 

1 pulmenary fathure 


survivals 


instance it seemed as though low temperature pre- 
disposed to arrhythmia. Analvsis of data in our other 
cases did not confirm this. 

Blood Loss During Open Cardiotomy.—In open 
cardiotomy without cardiac arrest the blood loss from 
the heart cavities may be great, but with a clamp on 
the aorta and elective cardiac arrest the blood loss is 
small. In 33 cases the average amount of blood aspirat- 
ed from the heart was 41 (17 to 74) ml. per 
kilogram of body weight, or 703 (145 to 2.300) ml. 
total per patient. 

In some patients, especially in those with tetralogy 
of Fallot, a large collateral flow from the systemic 
bronchial arteries to the lungs accounted for a con- 
siderable amount of blood entering the heart. In the 
four other patients blood loss was out of proportion. 
One child having pulmonary stenosis lost 112 ml. per 
kilogram; one having transposition of the great vessels 
lost 158 ml. per kilogram; and one having two inter- 
ventricular septal defects lost 154 ml. per kilogram. A 
child weighing 17 kg. who had transposition of the great 
vessels lost almost 5 liters of blood (282 ml. per kilo- 


the heart behave. In two of our patients, attempts 
were made to defibrillate the heart with electric 
shocks; these attempts failed. A second arrest with 
potassium citrate has proved a more effective pro- 
cedure. When the heart-lung machine is stopped, the 
patient's arterial blood pressure can be observed on 
the manometer on the arterial outflow tract. The heart 
action is carefully watched, and, if the heartbeat 
slows or the blood pressure falls, it is concluded that 
the heart is unable vet to take over the burden of the 
circulation. To heart-lung machine is restarted tem- 
porarily to assist the circulation (a so-called second 
run). 

With severe heart failure, peripheral cannulation 
may offer the advantages of an early start of the ma- 
chine even before the chest is opened and of a second 
run hours after the closure of the chest. In one child, 
who almost died some hours after the operation, we 
were able to restore an effective heart rhythm and 
blood pressure with a second run on the heart-lung 
machine. This, however, did not cure the fundamental 
trouble, an obstruction in the pulmonary outflow tract. 
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Did the technique of cardiac arrest create unfore- 
seen difficulties or new dangers? 1. The needle through 
which the potassium citrate is injected may go all 
the way through the aorta so that the potassium 
citrate is not delivered into the lumen but forms a 
hematoma behind the aorta. A stop or sleeve on the 
injection needle can help to prevent this. 2. A defec- 
tive valve or septum perfectly repaired in the quies- 
cent heart may create stresses causing tears elsewhere 
in the cardiac structures when the heartbeat is re- 
stored. Tears resulting in significant defects occu 
in one heart. This heart had a very large ostium se- 
cundum defect and mitral insufficiency due to a 
markedly dilated valve ring. The lateral commissure 
of the mitral valve was partially closed, with the 
work done through the septal defect, by approxima- 
tion of the leaflets with a continuous suture. At au- 
topsy there was a large rent in the posterior leaflet 
immediately behind the suture line. The resultant 
gross insufficiency then apparently subjected the atrial 
septum to sufficient strain to cause a second rent 
the same tvpe immediately behind the line of closure 
of the septal defect. It is like the repairing of a sail 
on a boat by “stitching” a tear. When the wind comes 
up and stretches the sail, a tear appears elsewhere. 
A suitable patch will not provoke this tension. 3. In 
the flaccid, pliable heart, ventricular defects may be 
closed by suturing, whereas in the beating heart it 
would be apparent that a prosthesis of Ivalon or some 
other material is necessary to avoid distortion. Dis- 
tortion of the aortic outflow tract occurred in the 
child with a single ventricle. 

The fear that suturing in the arrested heart would 
predispose to heart block has not been substantiated, 
as atrioventricular block has persisted in only 2 of the 
37 cases. The incidence may be low because sutures 
can be placed much more carefully and accurately in 
the quiescent heart. 


Summary 


Elective cardiac arrest with potassium citrate was 
performed in 37 patients during open-heart opera- 
tions while each patient's circulation was maintained 
with a heart-lung machine. Kolff disposable membrane 
oxygenators or Bjork rotating-disk oxygenators were 
used. A mixture of potassium citrate, 2 ml. of a 25% 
solution for each 18 ml. of blood, was injected into 
the clamped-off root of the aorta ( Melrose technique ). 

Complete ventricular asystole was achieved in all 
cases. In 35 cases suitable for analysis, the average 
duration of cardiac arrest was 17 (7 to 40) minutes. 
After surgical repair within the heart, the clamp was 
removed from the aorta and the heartbeat was re- 
sumed in an average of 64 seconds (10 seconds to 5 
minutes). Effective heart action with adequate cir- 
culation was restored in an average of 14 (5 to 35) 
minutes. Ventricular fibrillation occurred in seven 
patients, but normal rhythm always returned; in four 
patients normal rhythm was restored after a second 
arrest with potassium citrate. Transient heart block 
occurred in nine patients, permanent heart block in 
two. 
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The average loss of blood during operation, includ- 
ing blood aspirated from the open heart, was 41 ml. 
per kilogram of body weight (an average of 700 ml. 
per patient). Values in excess of this amount should 
arouse suspicion; either inflow occlusion is incom- 
plete or there is a large collateral circulation, such as 
through an open ductus. 

In one patient, some of the potassium was infil- 
trated posteriorly to the base of the aorta, and an 
effective heart action could not be restored. In all 
other patients the circulation was restored adequately. 
Thirteen patients died. Among those, three had trans- 
positions of the great vessels and one had a single 
ventricle, six died from surgical failures that in time 
may become avoidable, and three died from pulmo- 
nary complications. Twenty-four patients recovered. 
All nine patients having tetralogy of Fallot survived, 
and the abnormalities apparently have been anatomi- 
cally corrected. 

The advantages of this technique from the surgical 
»oint of view are (1) a motionless field, (2) a rela- 
tively bloodless field, (3) less operative blood loss, 
and (4) ease of approximating without prosthesis 
mardins or even large defects in the flaccid heart. The 
possible disadvantages are as follows. 1. The field 
may be so dry as to increase the likelihood of coro- 
nary air embolism. 2. Interference with conduction 
may not be recognized in the still heart (this has 
not been a significant problem to date ). 3. Myocardial 
damage may result from hypoxia. (The still heart 
apparently utilizes extremely small amounts of oxygen. 
Cardiac arrest for one hour has recently been suc- 
cessfully applied in a 54-year-old patient.) 4. In the 

heart, excessive distortion may be caused and 
may be unrecognized when large defects are closed. 
5. Tension that is not apparent in the flaccid heart 
may result in tears after restoration of the heartbeat. 


Addendum 


Human hearts have now been stopped 85 times with 
potassium citrate for open-heart surgery. Certain 
changes in technique have been instituted, some prob- 
lems have been solved, and some questions have been 
answered. The venous blood pressure and the arterial 
blood pressure now are continually measured during 
the run. The nine patients with tetralogy of Fallot who 
were operated on without mortality have not all re- 
covered to a normal state, as was originally hoped. 
If sufficient time is allowed for good oxygenation of 
the myocardium, electric shocks have proved to be 
adequate to stop ventricular fibrillation if it occurred 
after arrest with potassium citrate. It is now known, 
beyond a doubt, that higher perfusion rates (1) in- 
crease the speed with which the heartbeat recovers 
after potassium arrest and (2) reduce the incidence 
of temporary arrhythmias. In the last 21 consecutive 
patients who underwent elective cardiac arrest with 
potassium, ventricular fibrillation occurred three times: 
this was due to surgical failure twice and it reverted 
spontaneously once. Ventricular tachycardia occurred 
twice and was reverted to a normal rhythm by electric 
shock. Transient atrioventricular block occurred only 
once, and permanent heart block occurred once. 
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RAPID AND ACCURATE OPHTHALMOSCOPIC DETERMINATION 
OF CIRCULATORY ARREST 


Jack Kevorkian, M.D., Pontiac, Mich. 


Cardiac standstill and ventricular fibrillation are no 
longer invariably fatal. Lives are being saved by means 
of direct cardiac massage or electrical defibrillation.’ 
Such radical intervention carries with it grave respon- 
sibilities, for one is alwavs confronted with two terrify- 
ing questions—has the heart really stopped (or, is it 
fibrillating ), and will I act in time? Cardiac standstill 
cannot be readily ascertained without direct visualiza- 
tion of the heart. The stethoscope cannot be relied up- 
on as a guide, and even the electrocardiograph, if at 
hand, may show normal or abnormal, but confusing 
electrical activity.’ Fibrillation can be diagnosed and 
effective therapy instituted only if the electrocardio- 
graph is conveniently available." Time, then, becomes 
the major factor. It is obvious that. when there is the 
least possible delay in starting treatment, there is the 
best chance of resuscitation without residual, perma- 
nent heart or brain damage.* On the other hand, erro- 
neous thoracotomy while the heart is still beating could 
kill the patient.’ Thus, there is an urgent need for a 
rapid, easy, and accurate method for determining the 
absence of cardiac output, be it a result of standstill 
or fibrillation. 

Such a convenient diagnostic aid has long been at 
our disposal. In 1863 Bouchut,” who used the newly 
invented ophthalmoscope, described the most nearly 
infallible sign of death: interruption or segmentation 
of retinal venous blood columns. The arterial pattern 
of the retina usually disappears concomitantly and rap- 
idly.” Less appreciable and rapid are retinal color 
changes.” As circulation slows down immediately prior 
to death, blood in the retinal vessels becomes granular 
in appearance “ due to ophthalmoscopic magnification 
of small clumps of blood cells." These granular col- 
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Movement of venous segments has subsequently been 
advanced as an indication of reversibility of death. 
Direct cardiac or electrical defibrillation for 
cardiac standstill ond ventricular fibrillation make the 


phenomena 
signify a vital heartbeat, and thoracotomy would be 
hthal ically contraindicated. 


umns break into definite segments a few seconds after 
heart action stops (fig. 1), and the segments of blood 
continue to move smoothly in the direction of flow for 
several minutes after the absolute cessation of circula- 
tion 


Usher,” in 1896, was the first to suggest that these 
rapid vascular changes could serve as a sign of resus- 
citability. His contention was strongly supported in 
1936 by Salsbury and Melvin,” who experimented with 
dogs and correlated cardiac arrest and ventricular 
fibrillation with retinal changes by direct observation 
of both. In 1940, Weinberger and co-workers,” study- 
ing the effects of arrested circulation on the central 
nervous system of cats, used the retinal changes in 
gauging the status of cerebral blood flow. The rapidity 
of disappearance of retinal arteries and of segmenta- 
tion of venous columns has also been correlated with 
insufficient elec liographic activity in humans."” 
Indirect evidence for the reliability of these signs in 
evaluating cardiac function is indeed abundant and 
convincing. 


Knight Jr. and Shigeto Aoyama, Cleveland. Dr. Aoyama is a 

Fellow in the Division of Research, the Cleveland Clini 

© Interruption or segmentation of retinal venous 
columns ond ditanpearance of the retinal arterial pat- 
tern, possibly the most nearly infallible clinical sign 
of death, was first described almost 100 yeors ago. 
need for determining the absence of cardiac output 
and the prospects of uncomplicated resuscitability 
an urgent procedure, now that cardiac standstill is 
no longer invariably fatal. Absence of the described 
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Modern thoracic surgery offers unlimited opportu- 
nities to demonstrate conclusively this reliability by 
direct, simultaneous observation of the heart and the 
retina of human patients. With this in mind, ophthal- 
moscopy was performed at the operating table in order 
to see retinal changes produced by various natural and 
artificially created cardiovascular disturbances and to 
establish the dependability of those changes. 


Fig. 1.—Photograph of fundus of 39-year-old woman approxi- 
mately 15 minutes after death and two to three minutes after 
movement of segments stopped showing segmentation in smaller 
veins near disk and in vein running transversely to left. Disk is 
chalky white. 


Report of Cases 


Case 1.—During right middle and lower lobectomy, a 55- 
year-old man, who had been alert and responsive postoperative- 
ly, suddenly became very pale, pulseless, and unresponsive in 
the recove:s room, Blood was rapidly transfused, and oxygen 
was given by mask. On ophthalmoscopy at this time, retinal 
venous segmentation was noted, with moving segments. Inter- 
mittent, rhythmic pressure was applied externally to the chest 
for from five to six minutes. Ophthalmoscopy showed no seg- 
mentation, and the patient, whose facial color suddenly im- 


Fig. 2.—Schematic drawing of segmentation observed in pa- 
tient in case |, with movement of segments toward disk at 
velocity of 0.5 disk-diameter per second. Segmentation ap- 
peared to result from intravascular coagulation. 


proved, responded by opening and closing his eyelids and 
moving his head from side to side. However, aay een 
into a shock-like state of unconsciousness. After approximately 

two minutes, during which time the pulse could not be felt, 
reexamination of the eye showed recurrence of segmentation 
(fig. 2). Reopening of the chest incision revealed extensive 
hemorrhage from the pulmonary arterial stump, which had 
accidentally blown out and which was immediately clamped. 
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The heart had stopped. Manual pumping of the heart erased 
retinal venous segmentation. Pumping was continued for ap- 
proximately 15 minutes without success; segmentation was not 
seen = the pumping was abandoned, but the retina remained 
quite pale. 


Case 2.—A 53-year-old man suddenly collapsed during 
bronchography. There was no heart movement on fluoroscopy. 
It was at least 20 minutes, and probably longer, before the 
chest could be opened for massage. Although the case was 
deemed hopeless, the heart responded amazingly after a few 
rubs and squeezes through an intact pericardium, Manual 
pumping was continued a while longer, and examination of the 
eye by a surgical resident, while pumping was in progress or 
temporarily interrupted, revealed uniformly constricted vessels 
but no segmentation. A spontaneous heartbeat returned, and 
the patient lived in a comatose state for another two days, The 
retina appeared normal on the first postoperative day. Unfor- 
tunately it was not examined after death. 


Case 3.—A 15-vear-old girl with an interatrial septal defect 
had a thoracotomy while under hypothermia (rectal temperature 
26.5 C [79.7 F]). The pulmonary artery and aorta were clamped 
for 3 minutes and 45 seconds, The retina was examined hastily 
and superficially in this case, and the only definite finding was 
the absence of venous segmentation. 


Case 4.—A 32-year-old woman with an interatrial septal 
defect had a thoracotomy while under hypothermia (rectal tem- 
perature 28 C [82 F]). The pulmonary artery and aorta were 
completely clamped for two minutes. With the green light of 


— 


Fig. 3.—Schematic representation of retinal vessels during 
circulatory stagnation in patient in case 4, showing veins darker, 
with reflex stripe. Arterial blood showed 
(e\aggerated in drawing) and no reflex stripe. 


the ophthalmoscope, the retina appeared pale, and the arteries 
were indistinct due to fine stippling resembling very small, 
closely packed clumps of blood cells suspended in serum (fig. 3). 
Veins were slightly constricted, with absolutely no segmentation. 
When circulation was restored, retinal color quickly improved, 
veins dilated, and arterial stippling disappeared. 


Case 5.—A 6-vear-old girl with multiple congenital heart 
defects that proved to be inoperable had a thoracotomy w 
under hypothermia (rectal temperature 29 C [82.4 F]). The 
circulation remained intact, and nothing noteworthy was noted 
on retinoscopy. The patient's body was gradually rewarmed. 
Fever ensued four hours postoperatively, and, at this tempera- 
ture (39 C [102 F]), the retina was normal. Death occurred 
eight hours later. The fundus of the eye was once again ex- 
amined approximately five hours after death, and the classic 
signs of spotty venous segments on a uniformly pink retina 
were seen. Arteries had disappeared. 


Case 6.—A 20-year-old woman with an interatrial septal 
defect had a thoracotomy while under hypothermia (rectal tem- 

ture 28.5 C [83 F]). The ventricles began to 
ore the circulation was interrupted. Manual pumping and 
immediat and 20 


massage were started ely, 
seconds later revealed thin arteries and veins, without stippling 


| 
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or segmentation. Pumping was discontinued, and the heart was 
electrically shocked. After two shocks, normal sinus rhythm 
was restored. The time intervals between massage and the first 
shock and between the shocks could have been no longer than 
two seconds; yet, during that time, arteries disappeared rapidly 
and completely, apparently in the direction of flow, although 
disappearance was too rapid to be certain of direction, and 
veins became constricted and irregular in outline, without 
definite segmentation in the retinal areas observable during such 
a brief period. These changes disappeared very briefly with the 
first electrical shock, recurred instantaneously in the second or 
two thereafter, and permanently disappeared when normal 
heartbeat was restored. The great arteries were later clamped 
off for 3 minutes and 35 seconds. Results of ophthalmoscopic 
examination during this period of circulatory stagnation were 
identical to those in case 4. 


Case 7.—A 35-year-old woman with an interatrial septal de- 
fect had a thoracotomy while under hypothermia (rectal tem- 
perature 28 C). Great arteries were clamped for three minutes. 
Retinal findings were the same as those in case 4, with the 
addition of venous stippling at arterial crossings. There was no 
segmentation. Vascular stippling disappeared in 10 seconds 
after clamps were removed. 


Case 8.—A 27-year-old man with an interatrial septal defect 
had a thoracotomy while under hypothermia (rectal temperature 
28 C). The aorta and pulmonary artery were clamped for 
5 minutes and 18 seconds, during which time examination of 
the retina was comfortably performed. As in the other cases, 


Fig. 4.—Drawing of blanching produced by light to moderate 
pressure on the globe in patient in case 5. Fine granularity of 
made movement of columns easy to follow; release of 
pressure allowed displaced blood to gradually redistribute itself 
(in five to six seconds) and restore vascular continuity. Blanch- 
ing could not be elicited when aortic clamp was removed. 


the veins were clearer than the arteries. Light to moderate 
digital pressure on the globe caused complete blanching of all 
vessels on the disk and even beyond its edges as well as at 
vessel crossings (fig. 4). No pulsation waves traversed the 
blanched areas. Release of pressure resulted in very gradual 
refilling of vessels by a retrograde redistribution of stagnant 
blood at the disk, and by redistribution in both directions at 
blanched crossings. Segmentation was not seen. 


Comment 


Since the pupils dilate at death and during surgical 
anesthesia, one rarely has difficulty in attempting retin- 
oscopy. The determination of death or cardiac stand- 
still with the ophthalmoscope may be impossible, how- 
ever, if the patient has severe, bilateral ocular diseases 
that make the retina inaccessible to light.'° Venous 
segmentation occurs in both eyes simultaneously and 
usually in most tributaries; thus, unilateral observation 
of a small part of the retina may suffice even if pupils 
are constricted due to the antemortem administration 
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of morphine. Although moistening of the cornea with 
a few drops of water or saline solution permits the 
clearest perception of details for long periods of time,"” 
this is not necessary to insure enough sharpness for 
diagnostic certainty. If these clarifying solutions are 
immediately available, they may be quickly applied. 
Otherwise no external solution, clarifying or mydriatic, 
should be considered essential enough for ophthal- 
moscopy to be delayed. 

The first case reported above proves by direct obser- 
vation that segmentation of retinal veins occurs 
rapidly after cardiac standstill, for it was seen approx- 
imately two minutes after signs of life had disappeared 
a second time and shortly before standstill was visually 
confirmed (fig. 2). Because the sign had been present 
a few minutes before rhythmic manual pressure on the 
chest had restored definite manifestations of life, it 
may be presumed that the heart had stopped beating 
and had again started without direct physical contact 
or massage. Recurrence of segmentation of venous 
blood is apparently possible only if circulation is main- 
tained physiologically after restoration, i. e., maintained 
by normal heart action (case 1). Manual pumping 
is adequate to sustain life,’” but segmentation does 
not recur when protracted pumping is temporarily 
interrupted (case 1 and 2). This could conceiv- 
ably be due to an unnatural, irreversible congestion of 
optic vessels by an unregulated volume flow. Whether 
or not segmentation ever recurs in such cases remains 
to be investigated. 

It was surprising that segmentation was never ob- 
served in patients under hypothermia (cases 3-8), 
with complete circulatory stagnation as shown by the 
motionless granularity of arterial blood ( fig. 3). Any of 
three factors could account for this: excessively con- 
gested vessels in a closed vascular system, reduced 
blood and body temperature, or prolonged oper- 
ative trauma. 

Before the heart was opened for septal repair in 
cases 3-5, clamps were first placed only on the venae 
cavae to prevent entrance of blood into the right side 
of the heart so that the heart contents could, at the 
same time, be emptied via the great arteries. Con- 
gestion in the venous and peripheral arterial system 
resulted. This was finally transformed into a closed sys- 
tem by clamping the aorta and the main pulmonary 
artery. The venous congestion could have not only pre- 
cluded segmentation but prevented complete empty- 
ing and disappearance of arteries. 

The effect of reduced temperature is easier to eval- 
uate. Although the absence of segmentation in retinal 
vessels of corpses at temperature levels of from 6-10 C 
(42 to 50 F) has been reported,"' experiments with 
rabbits have shown that static, sludge-like segments 
do appear at death. Also rapid and unmistakable dis- 
appearance of retinal arteries in case 6 and irregularity 
of venous columns, possibly premonitory of inevitable 
segmentation had the fibrillating ventricles remained 
untouched several seconds longer, strongly indicate 
that the usual sequence of events occurs even at low 
temperatures. Under normal conditions segmentation 
becomes manifest after 2 to 3 seconds of complete 
stagnation of blood flow,” and, with hypothermia, this 
latent period perhaps may be lengthened either by 
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subtle alterations in physicochemical relationships be- 
tween blood and its gases and other constituents or, 
possibly, because of various degrees of hypothermic 
thrombocytopenia."* Results in case 6 also tend to 
eliminate surgical trauma as an inhibitory factor. 

Thus, accessibility of stagnant blood to the heart. 
retrograde '* or in the direction of flow, is apparently 
essential for the evolution of seqments. The basic 
cause of segmentation is not known.'” According to one 
view it represents columns of blood separated by bub- 
bles of gas (pneumatosis).’ while another attributes 
it to clumping of blood cells in the serum.'* The latter 
view seemed to be true in case 1 (fig. 2). but obser- 
vations on moribund patients indicate that both mech- 
anisms may play a role."” The segments themselves 
may have a “beaded” appearance '' or may be ex- 
tremely long and irregular in length. In either instance 
all retinal veins occasionally may not be uniformly in- 
volved."* 

Movement of the segments is a phenomenon of im- 
mense value. After death, venous blood segments 
continue to move smoothly in the direction of flow 
over the edge of the optic disk. According to several 
reports, duration of flow varies from 2 minutes * to 20 
minutes,"” with a speed estimated at from 1 to 2 disk- 
diameters second, Movement was noted in case 1, 
but at a done velocity. Segmental motion has been 
proposed as a sign of resuscitability.” and the duration 
of the phenomenon seems to coincide well with the 
duration of circulatory arrest that will not produce 
permanent tissue damage. The ability of human hearts 
and brains to withstand the effects of arrest is appar- 
ently an individual matter; for, although the safe time 
limit has been set at 3 minutes, 25 seconds (from cat 
studies)“ and at 4 minutes (from studies on human 
beings), there have been cases of uncomplicated re- 
suscitation by cardiac massage as long as 10-20 min- 
utes after cardiac standstill." Segmental motion, 
therefore, may serve as a sign of not only resuscitabil- 
ity but resuscitability without disturbance of functions. 

Ophthalmoscopy offers rapid, objective answers 
to a few highly important questions that have recently 
arisen."” If an apparently healthy person suddenly and 
inexplicably collapses, becomes cyanotic, and has no 
detectable pulse or blood pressure or audible heart 
sounds, what is one to do? Based on the knowledge 
gained from this direct visual study on humans, from 
electrocardiographic and photographic evidence in 
humans,'” and from direct observations on dogs * and 
cats,” it is reasonable to conclude that, with the use of 
the ophthalmoscope as a guide, one may proceed in 
most instances without too much hesitation. Moving 
retinal venous segments mean that effective cardiac 
output has stopped in the previous few minutes at 
most and that the patient's life, in all likelihood, can 
be completely restored in the clinical sense; thoracot- 
omy would be unconditionally indicated. If, however, 
resting segments are seen, the decision for further 
action becomes purely subjective, for, although at- 
tempts at manual or electrical cardiac resuscitation in 
such a case—attempts that would be almost certainly 
unsuccessful “—should probably be carried out even 
though the so-called four-minute limit has been con- 
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siderably exceeded,"* it would be impossible to predict 
with any degree of certainty the desirability of the 
end-results among the few patients whose lives might 
be saved. Even if segmentation were not seen, circu- 
latory stagnation could be satisfactorily detected by 
the absence of arteries and by the vascular blanching 
and refilling caused by digital pressure (case 8). 
Finally, absence of all of the above intraocular phe- 
nomena on ophthalmoscopy would signify a vital heart- 
beat, and thoracotomy would be contraindicated. 
That these signs are infallible as a new diagnostic 
role remains to be established. The only tool that is 
needed is an ophthalmoscope. The changes to be noted 
are objective and striking. Every dying patient offers 
an opportunity for learning to recognize and evaluate 
them, The problem now concerns many physicians.” 
The anesthesiologist must be able quickly to detect cir- 
culatory standstill when the heart is not directly 
visible, the surgeon and internist may encounter cases 
of standstill on the wards, and the general practitioner 
can be faced with such a decision at any time. Through 
an accumulation of independent observations and ex- 
periences, it will be possible to verify the efficacy of 
this sign, which can reduce anxiety and indecision, 


save time, and, above all. save lives. 


Summary 


Lack of cardiac output produces characteristic reti- 
nal changes that have long been recognized as an 
accurate sign of death. The most striking of the 
changes are disappearance of retinal arteries and seg- 
mentation of venous blood, both of which occur a few 
seconds after circulation stops. The venous 
continue to move for several minutes thereafter, during 
which time cardiac resuscitation would most likely be 
successful, and they finally become stationary, while 
remaining segmented. These vascular phenomena have 
been reliably correlated with insufficient cardiac activ- 
ity by electrocardiographic and photographic studies 
on humans and by direct visualization of the heart 
and eyes in animals. Similar observations during oper- 
ations performed with the patient under hypothermia 
and after accidental cardiac standstill (as reported in 
this study ) support the contention that the ophthalmo- 
scope can serve as an accurate aid in the rapid deter- 
mination of circulatory arrest and as a 
guide in the institution of therapy. 


Figure 1 is reproduced with permission from the American 
Journal of Pathology.'” 

Drs. G. Maurer, E. Kugel, A. Harlacher, C. Lehmann, E. 
Derra, and M. Kindler assisted in this study. 
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CLINICAL NOTES 


EVALUATION OF TESTS FOR OCCULT BLOOD IN THE FECES 
SIGNIFICANCE OF GUAIAC AND ORTHOTOLIDINE TESTS AFTER INGESTION OF IRON 


Thomas E. Morgan, M.D., San Francisco 


and 
Robert J. Roantree, M.D., Stanford, Calif. 


The presence of occult blood in the feces is of great 
clinical importance botk as an early finding with un- 
detected gastrointestinal neoplasm and as an indica- 
tion of an important complication of already known 
gastrointestinal disease. Patients in whom it is most 
necessary to detect small amounts of blood in the feces 
are often those with hypochromic anemia, and they are 
often taking therapeutic amounts of iron when tested. 
It is widely believed that the ingestion of iron will 
cause a positive test with quaiac ( Bell,’ Burger,’ 
Hoerr and associates *). Textbooks of clinical patholo- 
gv (Ham,* Gradwohl *) are noncommittal on the ques- 
tion, and the published articles are few and conflicting. 
It would be of clinical worth then if the reliability of 
the quaiac test done on the stool of a patient taking a 
normal diet with and without iron ingestion could be 
determined. 

The quaiac test was selected for this experiment be- 
cause it has been shown that the benzidine test is too 
sensitive an indicator and leads to many false-positive 
results (Bramkamp,” Hoerr and associates,’ Leiboft, 
Peranio and Bruger*). The commercial orthotolidine 
reagent method was also tested, because it is a simple 
method widely used but not extensively evaluated in 
the medical literature. Some experimental work sug- 
gested that this test might be unreliable ( Hoerr and 
associates 

Materials and Methods 

The experiment was divided into three parts: (1) 
a control period, (2) a period of iron ingestion during 
which the subject produced black stools, followed by 
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a second period of 10 days during which the stools 
returned to normal color; and, finally, (3) a period of 
testing after the ingestion of 8 to 10 ml. of whole blood. 

The experimental subjects were 30 young, healthy 
medical students and house-staff members of both sexes 
without known or suspected bleeding gastrointestinal 
lesions. Although no dietary restrictions were imp 
all subjects were asked to refrain from or to report 
alcoholic excess or meals during which they ingested 
blood-rich or lightly cooked meat. All stool specimens 
were collected in standard cardboard containers, and 
testing was carried out in equipment specially cleaned 
to remove all traces of blood. 

Three consecutive stool specimens were collected 
and tested by the methods described below. After this 
control period each subject was given 0.9 Gm. of fer- 
rous sulfate three times daily for three days, and speci- 
mens of the first three black stools thus produced were 
collected and tested. 

A period of 10 days without medication was then 
allowed to elapse, during which time all stools re- 
turned to normal color. This was followed by the ad- 
ministration of 8 to 10 ml. of whole blood by mouth. 
The two subsequent stools were collected and tested 
as before. 

Two methods of performing the guaiac test (filter 
paper and test tube ) were compared. The simple filter- 
paper method, as recommended by Barnett,” Ham,* 
and Hoerr and associates * as an office screening pro- 
cedure, was performed as follows. A saturated alcohol- 
ic suspension of gum guaiac was prepared with pow- 
dered gum guaiac in 95% alcohol. (Such a preparation 
has been shown by Hoerr * to be stable for periods up 
to one month and need not be made fresh daily.) With 
a wooden applicator stick, a small amount of feces 
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was spread upon a filter-paper circle. To this was 
added, in succession, one drop each of concentrated 
acetic acid, gum qguaiac reagent, and 3% hydrogen 
peroxide. 

The test-tube guaiac method, as recommended by 
Peranio and Bruger,” was performed as follows. The 
same reagents described above for the filter-paper 
method were used. A suspension of feces was prepared 
by mixing thoroughly approximately 1 Gm. of feces in 
5 ml. of distilled water. To this was added 1 ml. of con- 
centrated acetic acid followed by 1 ml. of ether. The 
mixture was shaken thoroughly and the ether laver 
allowed to form. One milliliter each of guaiac solution 
and 3% hydrogen peroxide was then added. Color 
changes, if present, were observed at the interface be- 
tween the water and ether layers. 

The orthotolidine test was performed exactly as de- 
scribed in the manufacturer's instructions accompany- 
ing the reagent. The reagent is available commercially 
as Hematest and contains orthotolidine, strontium 
peroxide, tartaric acid, and calcium acetate. A drop of 
fecal suspension or a thin layer of feces was placed on 
filter paper on a clean surface. The tablet was placed 
in the center of the specimen, and two drops of water 
were allowed to flow over the tablet, down its sides, 
and onto the filter paper. 

The results of both guaiac and orthotolidine tests 
were graded according to the same scale, depending 
on the time of appearance of a deep blue or a green 
color after adding peroxide or water. The reactions 
were as follows: negative, no blue or green color; trace, 
blue or green color appearing after 90 seconds but be- 
fore 2 minutes; 1+-, blue or green color appearing after 
60 seconds but before 90 seconds; 2+-, blue or green 
color appearing after 30 seconds but before 60 seconds: 
and 3+-, blue or green color appearing within 30 sec- 
onds. Daily tests were performed by each of these 
methods on all equipment used and on diluted blood. 


Results 


Two observers independently tested every stool spec- 
imen; thus, each stool was tested twice by each of three 
methods. All results are recorded in tables 1 and 2. 


Taste 1.—Results of Stool Testing in Twenty-five Normal Subjects 


Control After tron After Blood 
as (iz Tests) in Tests) 


Negative Positive Negative Positive Nexative Positive 


(imine test (test- 
be method) ... 12% 


test 


® 


(Hemates 


During the control period, it became evident that 5 
of the 30 subjects were giving positive results more 
consistently, although no dietary or disease history was 
elicited to account for these reactions. Since it could 
not be determined whether these subjects were actu- 
ally bleeding, the results of tests carried out upon their 
stools are tabulated separately in table 2, and in table 
1 there are recorded the results with the remaining 
25 subjects. 
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Discrepancies between the observers in grading the 
degree of the positive tests were encountered in 11.8% 
of the guaiac test-tube tests, in 12.6% of the filter-paper 
tests, and in 15.1% of the orthotolidine tests. Such dis- 
crepancies were often of small extent; that is, they 
represented differences of one grade in the positivity 
of the tests, and in only 6.6% of the test-tube results 


Tasie 2.—Results of Stool Testing in Five Apparently Normal 
Subjects with High Percentage of Positive Tests 


After tron 
Tests) 


Negative Positive Negative Positive 
Ne. & No. & Neo. Me. 


Contre! 
( Testa) 


(irthotolidine test (Hematest) FS 


and in 2.5% of the filter-paper tests were the differences 
of larger magnitude. In the orthotolidine test, however, 
two observers were at major variance in 9.7% of the 
tests. 

Further examination of table 1 clearly shows that 
positive reactions were no more frequent after iron ther- 
apy than during the control period. Most of the false- 
positive reactions during this period were 1+- reactions 
and were scattered at random throughout the tests. 
In table 2 it is of interest to note that the incidence of 
positive tests with guaiac during iron therapy actually 
declined in those five subjects who gave more positive 
tests in the control period. Statistical analysis of the 
data from both groups of subjects confirms this ob- 
servation, and the decline in the numbers of positive 
tests has been shown to border on statistical signifi- 


cance. 

After the administration of whole blood (hemo- 
globin content, 14 Gm. per 100 cc.) by mouth, a 
marked increase both in the degree and in the fre- 
quency of positive reactions was noted. Eight milli- 
liters of blood administered orally has previously been 
shown to produce at least one positive stool by most 
tests for fecal blood ( Bramkamp"“). Since two stools 
were collected after the administration of a single dose 
of blood, it might be expected that not all the stools 
would be positive. Therefore, only the single stool 
specimens from each subject showing the most positive 
reactions are tabulated. Blood was detected in 83% of 
the stools by the test-tube gquaiac test, in 89% by the 
filter-paper guaiac test, and in only 39% by the ortho- 
tolidine test. As a further check, a single ferrous sulfate 
tablet was ground up and tested with each of the three 
methods described. All three methods gave negative 


results. 
Comment 


The results derived from this experiment demon- 
strate that the stool tests with guaiac and orthotolidine 
do not become positive more often after the ingestion 
of iron. The simple filter-paper test was more sensitive 
and as reliable a guide as the test-tube method. Con- 
trol testing demonstrated a moderately high number 
of false-positive reactions with each method, although 
these were rarely greater than 1+. There was very 
little correlation between false-positive tests by one 
method and false-positive tests by one of the other 
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methods, except in the instances of five subjects in 
whom 47% of the false-positive reactions occurred. The 
proportion of these false-positive reactions is about 
the same as that obtained in subjects receiving a nor- 
mal diet, reported by other workers (Forshaw and 
Mason ‘"). Trace reactions occurred in so many of the 
normal subjects that it seemed better to consider them 
as nedative. 

After the ingestion of 8 ml. of whole blood, stools 
from the great majority of subjects gave strongly posi- 
tive reactions (usually 2+ or 34-) as compared with 
the weakly positive tests in the false-positive reactions. 
la spite of the fact that orthotolidine is a more sensi- 
tive reagent than quaiac, a satisfactory sensitivity for 
blood in the stools with the tablet form of this reagent 
could not be demonstrated in this experiment. 

In spite of the rehance placed by many clinicians 
upon the testing of the feces for occult blood as an 
adjunctive or even a required part of the physical 
examination, there is little published scientific fact to 
justify the faith with which these tests are performed. 
Published experimental evidence concerning the effect 
of ingested iron on these tests has been both scanty 
and conflicting. Many authors ( Bell,’ Hoerr and asso- 
ciates,’ Burger *) have recommended the elimination 
of iron medication during fecal testing, since they 
found positive reactions for occult blood in a small 
number of subjects receiving iron. Other authors ( Ogil- 
vie,"' Schwartz and Vil.’ Harvey have seen no 
positive reactions during iron therapy. In a recent ex- 
periment on this subject Forshaw and Mason ‘" con- 
cluded that there is no increase in the number of posi- 
tive tests after iron ingestion. However, reexamination 
of their data shows a definite but small rise in the 
number of positive tests during iron therapy, although 
their data, as published, do not enable a statistical 
evaluation. The present experimental results and the 
conclusions expressed here are based upon a more 
extensive experimental investigation than those previ- 
ously reported and are in agreement with those reports 
which showed no increase in the number of positive 
tests for occult blood after iron ingestion. 

Certain other facts have already been established 
which aid in the understanding and optimal use of 
tests for fecal occult blood by various reagents. The 
variety of reagents available includes those which are 
suitable for screening purposes gum guaiac), 
as contrasted with more sensitive reagents for estimat- 
ing the amount of blood present (e. g¢.. benzidine, 
orthotolidine, and the Gregersen reagent composed ot 
benzidine and barium peroxide). Gum quaiac is a 
complex natural resin Containing several chromogenic 
molecules. Benzidine and orthotolidine are chromo- 
gens related to guaiac, but all these reagents are oxi- 
dized by oxygen obtained from a peroxide and carried 
catalytically to the reagent by the heme molecule or 
its derivatives (Ham,* Hill and Kellev '*). The result- 
ing blue or green color formed is an unstable one 
which on standing reverts by reduction to the more 
stable brown pigment form. Each reagent is also un- 
stable to some extent; thus, the entire process must be 


considered a complex one, with variables of stability 
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of the reagent, amount of heme present, rate of pro- 
duction of color, and rate of loss of color all interacting 
at once ( Leiboff*). 

It is generally agreed that the degree of positivity 
of these tests depends upon the amount of blood pres- 
ent (Forshaw and Mason '’) and that the benzidine 
and orthotolidine reagents are more sensitive ( Bell ' ) 
than the guaiac test. Hence, the guaiac method is to be 
preferred as a screening test (with definite limita- 
tions). The presence of animal blood in the diet, of 
course, results in positive reactions; this source of error 
must always be kept in mind clinically. It has been 
suggested that other porphyrins, such as chlorophyll, 
mav also give positive reactions, but such has not 
proved to be true (Johnson and Oliver '*). 

Although a discussion of the methods for the proof 
of the etiology and the localization of gastrointestinal 
bleeding is bevond the scope of this report, it seems 
obvious that in doubtful or weakly positive tests the 
dietary historv should be reviewed, meat should be ex- 
cluded from the diet if necessarv, and several different 
methods of testing for occult blood should be emploved 
before concluding that actual hemorrhage has taken 


place. 
Summary 

In tests for occult blood in the feces of 30 young 
adults taking a normal diet before and during iron 
ingestion and after the ingestion of whole blood, all 
stool specimens were tested by means of the quaiac 
test on filter paper and on aqueous fecal suspension 
and by means of the orthotolidine reagent ( Hematest ). 
After iron ingestion the percentage of positive reactions 
failed to increase. In fact, iron ingestion was followed 
by fewer positive reactions with guaiac. The decline 
approached statistical significance and was particularly 
striking in a few subjects in whom the incidence of 
guaiac positivity was inexplicably high prior to iron 
ingestion. After the subjects ingested 8 to 10 ml. of 
whole blood, the presence of occult blood was demon- 
strated in S6% of the stools by the guaiac tests but in 
only 39% by the orthotolidine test. As to the signifi- 
cance of positive reactions for fecal occult blood, trace 
reactions are regarded as of little significance, equivo- 
cal 1+ reactions require further investigation, and 
more strongly positive reactions almost always indicate 
the presence of blood in the feces. 

Bacteriology Building, Stanford, Calif. (Dr. Roantree ). 

Dr. L. Moses carried out statistical analysis of the data in 
this report. 
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ELECTROENCEPHALOGRAPHIC EVIDENCE OF CORTICAL “DEATH” 
FOLLOWED BY FULL RECOVERY 


PROTECTIVE ACTION OF HYPOTHERMIA 
Robert L. Tentler, M.D., Max Sadove, M.D., Dorothy R. Becka 
and 
Robert C. Taylor, Hines, Il. 


A new application in the operating room has been 
found recently for electroencephalography. Patterns 
that have been of assistance to anesthesiologists have 
been established at various levels of barbiturate and 
general anesthesia.’ The electroencephalograph has 
been used to control the rate of administration of the 
anesthetic according to the changes in potentials 
registered by the instrument.’ Considerable animal 
experimentation has been done in the last few years 
with electroencephalographic recordings during vari- 
ous levels of anesthesia and simulated catastrophes 
during anesthesia, e. g., cardiac arrest and ventricular 
fibrillation, and under conditions of hypothermia.” 
From this material it should be possible to arrive at 
some electroenceph 


t-to t estimate of the level of anes- 


in which continuous electr aphic and elec- 


Report of a Case 

A 24-year-old man sustained a gunshot wound on April 11, 
1954, with fracture of the second and third thoracic vertebrae. 
laminectomy revealed severe 


On Feb. 21, 1956, the patient was operated on while in a 
hypothermic state. Preoperative medication consisted of 35 mag. 
of chlorpromazine hydrochloride, 50 mg. of promethazine 
(Phenargan) hydrochloride, 50 mg. of meperidine (Demerol) 
hydrochloride, and 0.4 mg. of scopalamine hydrobromide. The 
electroencephalograph was started during the induction of 
anesthesia (6:15 a. m.) and was continued during the entire 
operation and until the patient regained consciousness (4:55 
p. m.), a total of 10 hours and 40 minutes. A monopolar trac- 
ing was made from both frontal, precentral, and central areas, 
using single or interconnected leads to the ear lobes as a refer- 
ence. A control electroencephalogram was taken on Feb. 14, a 
week before surgery, (see figure, A). Anesthesia was induced 
with thiopental (Pentothal) sodium, and the figure, B, repre- 
sents the electroencephalogram during induction. The patient's 
trachea was then intubated, and anesthesia was maintained by 
the administration of nitrous oxide and ether. After the electro- 
encephalogram had stabilized, it showed activity such as 
appears in the figure, C, which is that usual in the third plane 
of ether—nitrous oxide—oxy gen anesthesia. 

The left side of the chest was opened through a long, stand- 
ard, thoracotomy incision from the edge of the sternum to 
midscapula posteriorly. The pericardium was initially opened 
superior to the left atrium, and, by careful dissection, the 
proximal arch of the aorta was freed of adjacent structures. 
Further careful dissection permitted isolation and taping of the 
innominate artery, the left common carotid artery, and the left 
subclavian artery at the place where each of the vessels came 
off the aortic arch. It was noted that the common carotid artery 


sued, The 


a momen 
thesia an = 
Hypothermia, as a new adjunct to surgery, may pre- 
sent some alterations in these criteria, changing the 
trocardiographic readings reveal some of these known 
criteria, some of which seem to need further study 
and evaluation. 
Was ¢ poor quall am oN S 
necessary to dissect the vagus nerve and the phrenic nerve 
superiorly in order to free them of the aneurysmal wall. While 
this dissection was being carried out and the tape was being 
common carotid artery, the artery dis- 
with liquefaction of the cord. On Aug. 16, 1954, he entered “ee ag a ne yet 
the Veterans Administration Hospital, Hines, Ill, where he was : and E.s mws t electroencephalogram 
found to have a myelopathy at T-1, with complete destruction and electrocardiogram during this initial and subsequent hem- 
of function. He had spastic paraplegia and loss of bladder and orrhages. It was apparent that this vessel was of extremely poor 
bowel control. Apparently at the time of injury the bullet quality. A contimuous running suture was employed to close the 
damaged the aorta at the origin of the left common carotid, fragmented end of the vessel, but shortly thereafter the vessel 
producing an aneurysm at that site. This was evidenced on gave away again with a second severe hemorrhage. A coarcta- 
routine chest x-ray as a mass in the mediastinum. It enlarged tion clamp was placed across the aorta distal to the origin of 
to three times its original size during the subsequent 19 months. the innominate artery but proximal to the left common carotid 
It was believed that the aneurysm was enlarging and that a artery (see figure, H). The rent in the arch was then closed : 
rupture of this aneurysm was probable. On physical examina- firmly with a continuous suture. After release of the controlling 
tion, it was found that the left carotid artery and radial artery clamps, which were in place about four minutes, the distal end 
were not pulsating. of the vessel was closed with several suture ligatures. Attention 
——_—_—_—_—$$———_ was then turned to the aneurysm. The roof of the aneurysm 
From the Veterans Administration Hospital. was incised, and the large blood clot that it contained was 
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removed, This produced a third severe hemorrhage, 

wing which the patient was in a shock-like state for 19% 
minutes. By the employment of constant suction to keep the 
field clear, the medial wall of the aneurysm, with its contained 
feeding vessels, was obliterated by suture ligatures. This pro- 
duced an obliterative endoaneurysmorrhaphy. The entire 
operative field was then inspected for bleeding, and the remain- 
ing walls of the sac were excised. 

Eleven pints (5,205 cc.) of blood was given during the opera- 
tive procedure. The entire operative procedure was carried out 
with use of the hypothermic anesthetic technique. The patient's 
temperature was 82 F (27 C) as measured by an electrical 
thermopile in the esophagus during the time of the vascular 
surgery. When the patient was emerging from anesthesia, it 
was noted that, at a temperature of 88 F (31 C), the patient 
began having twitchings of the pectoral musculature, lasting 
about 20 seconds and culminating in turning of the head to the 


i vv 


BOTH Ears 
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Comment 


The electr phalogram taken seven days before 
surgery faa figure, A) was interpreted as normal for 
both the waking and sleeping states. The electroen- 
cephalogram during the induction of anesthesia with 
thiopental (see figure, B) shows large slow waves and 
some superimposed fast activity that is the typical pat- 
tern described by Bickford and co-workers." The 
figure, C, shows a fast pattern of 20 to 30 waves per 
second, which developed when the patient was shifted 
to ether-nitrous oxide—oxvgen anesthesia and which is 
similar to the one that usually occurs in the third plane 
of this type anesthesia. 


BOTH EARS 


‘ 


exe 
C D 


A, normal electroencephalogram taken one week before surgery showing 10 waves per second while was awake. B, elec- 
troencephalogram showing slow waves with superimposed fast waves during induction of anesthesia with thiopental ( Pentothal) 
sodium, and electrocardiogram showing normal sinus rhythm. C, Electroencephalogram showing 20 to 30 waves per second with 

tient under ether-nitrous oxide—oxygen anesthesia, and electrocardiogram showing a sinus arrhythmia with a premature auricular 
beet. D, electroencephalogram showing 2 to 3 slow waves per second at onset of hemorrhage, and electrocardiogram showing 


bigeminal rhythm. 
left. When the temperature reached 90 F (32 C) these episodes 


became more frequent and terminated in tonic-clonic motion 
of the shoulders (see figure, F). At a temperature of 44 F 
(39 C), these seizures stopped, and the putient responded to 
command and was awake. 

Prior to surgery a battery of psychological tests had been 
given. This was repeated postoperatively, and the patient mani- 
fested no significant decrement or improvement in intellectual 
functioning as a result of the operative procedure. 

Because the left common carotid artery (and probably the 
left internal carotid artery) had been ligated, an ophthalmolog- 
ical examination was made to see whether there was any im- 
pairment of the blood supply to the retina of the left eye. No 
ocular pathology was found. 


The hemorrhages were dramatically announced in 
the electroencepha by large slow waves that 
were soon followed by flattening of the tracing (see 
figure, D and E). The complete absence of cortical 
rhythm was shown as a practically flat line on the 
electroencephalogram in part E. The three hemor- 
rhages lasted 1" minutes, 4" minutes, and 19% min- 
utes. Such prolonged loss of cortical activity is usually 
associated with irreversible cortical changes and severe 
cerebral anemia. From a prognostic standpoint it was 
considered, at the time of surgery, to be extremely dam- 
aging. After seeing this pattern, one of us (R. L. T.) 


EKG 
SOTH EARS BOTH EARS 


Vol. 164, No. 15 


commented that he believed the patient would not 
recover or that, if he did, he would be in a vegetative 
state. The grand-mal-seizure discharge pattern (see 
figure, F) at first was thought to be an artifact due to 
muscular contraction; however, it could not be repro- 
duced by manual rotation of the head. Shivering was 
considered to be another possibility, but the tonic-clonic 
movements all occurred above the level of the 
spinal cord injury and were convulsive in origin. The 
grand-mal-seizure activity in itself might suggest an 
adverse clinical course, but such activity has been 
previously described in experimental animals as occur- 
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logical state. The flattening occurred simultaneously 
with the hemorrhages and was ushered in by a period 
of high-voltage, slow activity. This is the change that 
occurs with severe cerebral ischemia, e. ¢., cardiac 
arrest. In order to produce flattening of this degree, 
an extreme deficiency in the oxygen supply to the brain 
is required. Ischemia of this degree, if continued for a 
period of five minutes or more, might be expected to 
produce a decerebrate state. It is true that flattening 
of the electroencephalogram can occur as a result of 
very deep anesthesia, with prompt and full recovery, 
but the flattening in this case is presumably based on 


cerebral ischemia due to blood loss. Nineteen and one- 
half minutes of complete flattening of the electro- 


* ing after rather than during prolonged cerebral anoxia.‘ 
After a prolonged period of seizure activity as shown 
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E, electroencephalogram showing no electrical activity (nonfunctioning cortex), and electrocardiogram showing normal sinus 
rhythm. F, electroencephalogram showing artifact due te movement and seizure discharge, and electrocardiogram showing normal 
sinus rhythm. G, normal electroencephalogram taken one week after surgery while patient was awake showing 10 waves per second, 
H, drawing showing location of aneurysm in left common carotid artery. 
on the electroencephalogram, the seizures were ter- 
minated by the intravenous administration of amobar- 
bital (Amytal) sodium to prevent further cerebral 
anoxia that might be incurred by further seizures (al- 
though the patient was still intubated). Part G of the 
figure shows the normal electroencephalogram taken 
seven days after surgery. 

Summary and Conclusions 

The prolonged periods of flattening of the electro- 
encephalograph tracing that occurred in this case were 
not due to chlorpromazine, hypothermia, or anes- 
thesia. All of these were acting prior to the hemor- 
rhages, and cortical activity was normal for the physio- 


encephilogram as a result of a severe hemorrhage most 
certainly would be expected to produce some evidence 
of cerebral damage. Contrary to this expectation, no 
psychological, neurological or general behavioral im- 
pairment was evident. The conclusive seizures after 
ischemia were not unexpected, but they were also con- 
sidered a poor prognostic sign. Surprisingly, this was 
followed by a normal electreencephalographic tracing, 
The paradox can be exploined. Chlorpromazine and 
hypothermia not only protect the vital centers of the 
brain, including respiratory and vasomotor, against the 
damaging effects of impaired blood supply but protect 
the cortex as well, What would wall have been a 
disastrous ischemia now is completely tolerated with- 


out permanent damage. 


LPC " " 
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From a purely physical or thermodynamic stand- 
point. this protection could result from a reduced rate 
of reaction associated with hypothermia. Van't Hoffs 
rule is that for each decrement of 10 degrees the rate 
of reaction is reduced one-half. 

The notes made during surgery indicate that the 
blood pressure could not be measured by any tactile 
or auditory method. No pulse could be felt during all 
three hemorrhages. The electrocardiogram, however, 
gave encouraging evidence of continuing heart action. 
with normal conduction. 

With chlorpromazine, hypothermia, and light anes- 
thesia, the human brain can survive for 19%: minutes 
in an ischemic state, with prompt and complete recov- 
ery of all cerebral functions, as is shown by the case 
reported. 
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well known, its initial appearance is supplemented by parenthetic insertion of names known to 
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CURRENT STATUS OF THE TREATMENT OF GOUT 
William D. Robinson, M.D., Ann Arbor, Mich. 


Substantial advances in the management of gout 
have been made in recent vears. Acute attacks of gout 
can now be terminated rapidly in most patients by 
the use of one of several medicaments. By proper 
management, the frequency of such attacks can be 
diminished and the later complications of the disease 
minimized or prevented. Although there is no known 
cure for gout in the strict sense of the word, results 
with the measures now available, if adapted to the 
stage of the disease and the needs of the individual 
patient, are distinctly better than those that could be 
obtained previously. 


From the Department of Internal Medicine and the Rackham 
Arthritis Research Unit, University of Michigan. 


H. D. Kawrz, M.D., Secretary. 


Diagnosis 


Although gout is less common than some other 
forms of joint disease, it is by no means rare. It con- 
stitutes approximately 5% of the diagnoses in patients 
attending clinics devoted to arthritis and related dis- 
eases. The most important factor in establishing the 
correct diagnosis is to keep the ibility of gout in 
mind. The overwhelming of the disease 
in males and the characteristics of the acute attack, 
with an acute inflammatory reaction in or around one 
or a few joints developing in a relatively short time 
and subsiding after a few days or weeks without 
residual impairment of joint function, are well recog- 
nized. The only pathognomonic finding is the demon- 
stration of urate crystals in the soft tissues, as in the 
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tophi of the ears; however, this finding actually repre- 
sents a late complication of gout in a situation that 
should have been diagnosed many years before. The 
roentgenographic appearance of punched-out lesions 
in the bones near the joint surface is suggestive of 
gout but cannot be considered pathognomonic. Exactly 
the same type of lesion may be seen in other me 
of joint discase, and, since these lesions ‘ 
osseous tophi, they are a late manifestation of ae 
disease. 

An accurate diagnosis of pretophaceous gout can be 
made on the combination of three findings: the char- 
acteristics of the acute attack, the demonstration of an 
elevated serum urate level, and the therapeutic re- 
sponse to an intensive course of colchicine, properly 
administered. Many drugs taken for relief of acute 
articular pain usually cause a temporary decrease in 
the serum urate level that may interfere with diagnos- 
tic studies. Such decreases may follow administration 
of salicylates, phenylbutazone ( Butazolidin), pro- 
benecid ( Benemid ), corticotropin ( Acth, Acthar, Cor- 
ticotropin, Depo-Acth ) and cortisone ( Cortisone, Cor- 
togen, Cortone) or related adrenocortical steroids. 
Colchicine does not alter the serum urate level. 

Primary or idiopathic gout is associated with a ge- 
netically controlled abnormality of body chemistry, 
which is characterized by an elevation in the level of 
urates in the blood. Studies with isotopic tracer tech- 
niques indicate that these patients have an increase 
in the “miscible pool” of urates in the body and that 
in at least a portion of these patients the hyperuri- 
cemia is attributable to overproduction of urates. 
However, the exact relationship between the hyper- 
uricemia and the acute attack of gout remains obscure. 
There is no consistent alteration in the concentration 
of the urate in the blood at the time of acute attacks, 
nor is there evidence to indicate any acceleration of 
deposition of uric acid immediately before or during 
acute articular symptoms. On the other hand, the late 
complications of gout center around the deposition 
of urates in cartilage, soft tissue, and kidneys; such 
deposition is undoubtedly influenced by the duration 
and degree of hyperuricemia. These facts have definite 
implications with respect to the therapy of gout. 
Measures effective in the treatment or prevention of 
acute attacks often have no effect on the hyperuri- 
cemia. Measures directed at lowering the abnormally 
elevated blood uric acid level are ineffective in the 
treatment of the acute attack but are of vital impor- 
tance in the prevention or correction of the late com- 
plications of gout. 

Treatment of Acute Attacks of Gout 


Therapeutic measures are determined by the stage 
of the disease in the patient. At least three drugs are 
reliable and effective in the relief of acute gout. 

Colchicine is a specific for gout and, if properly 
used, remains the most useful drug in the treatment 
of this disorder. Colchicine is available in tablet sizes 
of 0.5 or 0.65 mg. At the onset of symptoms, 0.5 (or 
0.65) mg. should be administered orally every hour, 
or 1 mg. may be given every two hours. This dosage 
is continued without interruption until one of three 
things happens: pain is relieved; nausea or diarrhea 
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develops; or a total of 7.5 to 10 mg. (according to 
the patient's weight) has been taken. When treatment 
is begun at the very onset of acute symptoms, the 
attacks can usually be terminated before gastrointesti- 
nal symptoms develop. In an established attack, how- 
ever, relief usually will not be obtained until the 
patient experiences some nausea or diarrhea. To avoid 
unpleasant purgation, it is important to emphasize 
to the patient that the first loose stool constitutes 
diarrhea and that even if pain has not been relieved 
at this point, no further colchicine should be taken. 
A prescription for camphorated opium tincture ( pare- 
goric) should be written at the time that the colchicine 
is prescribed, with instructions that 4 cc. should be 
taken after each loose stool or every three hours 
for nausea. 

The tolerated dosage of colchicine is relatively con- 
stant for each patient. Therefore, the patient should 
be instructed to note the number of doses taken in 
the treatment of his first attack. In subsequent attacks, 
administration of colchicine can be stopped one or two 
doses short of the amount that produces diarrhea. 
When a course of colchicine fails to relieve symptoms 
completely, or when symptoms have been relieved 
and then recur, the course may be repeated after a 
lapse of at least 48 hours. After a course of colchicine 
has been completed, maintenance treatment with the 
drug in dosages of 1 to 1.5 mg. a day should be insti- 
tuted and continued for at least three weeks. 

Colchicine is also effective when given intravenous- 
ly, the usual total effective dosage ranging from 1 to 
3 mg. The initial dose may be 1 or 1.5 mg., with subse- 
quent doses of 0.5 to 1 mg. given every six hours until 
pain is relieved. Gastrointestinal symptoms may occur 
it the total dose exceeds 3 mg. Care must be taken 
to insure that the injection is made intravenously, as 
colchicine solution is irritating if injected outside the 
veins. 

Since colchicine has no significant effect on other 
types of acute inflammation, including other forms of 
acute arthritis, the response to intensive use of this 
agent may be helpful in confirming the diagnosis. The 
initial effect is essentially a subjective one, with relief 
of the excruciating aspects of the pain and of the 
patient's apprehension that pain may be produced by 
jarring or movement. An additional 12 to 24 hours 
may elapse before there is convincing decrease in the 
objective evidences of inflammation, and three to four 
davs may elapse before edema and tenderness have 
subsided. 

Phenylbutazone is also effective in the treatment 
of acute gouty attacks. Effective control is usually 
obtained within 24 to 48 hours with a dosage of about 
0.8 Gm. daily. Treatment may be initiated with a dose 
of 0.4 Gm. and subsequent doses of 0.2 Gm. given 
at intervals of four to six hours until pain has been 
relieved. Phenylbutazone is not recommended for 
maintenance therapy; therefore, the patient should be 
treated with maintenance dosage of colchicine after 
the acute attack has been controlled. Phenylbutazone 
has toxic potentialities including gastrointestinal irri- 
tation, hematemesis, sodium and 
water retention with edema, and, not a 
hypersensitivity skin reactions. Although these 
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actions are less likely to occur when the drug is used 
only for a few days, nevertheless, vigilance in observ- 
ing patients receiving this drug is essential. 

Administration of corticotropin in combination with 
a maintenance oral dosage of colchicine is also satis- 
factory in relieving acute gout within a few hours. 
Long-acting preparations, usually purified cortico- 
tropin in a gelatin vehicle, are most convenient when 
administered as a single intramuscular injection equiv- 
alent to 100 U. S. P. units of corticotropin, only occa- 
sionally is a second injection required 24 hours later. 
Aqueous solutions of corticotropin may be admin- 
istered intramuscularly in doses of 50 U. S. P. units 
every six hours until relief is obtained: or corticotropin 
mav be administered as a slow intravenous drip over 
a period of eight hours, in doses of 20 U.S. P. units in 
500 cc. of a 5% dextrose solution. Colchicine is given 
orally in doses of 0.5 ma. every six hours after an 
initial injection of corticotropin and its administration 
continued until diarrhea occurs, usually within three 
to five davs: the amount of colchicine given is then 
adjusted to mniintenance levels. 

In cur experience, the use of adrenocortical steroids 
( glucocorticoids ), cortisone and hydrocortisone ( Cor- 
tef. Cortril, Hvdrocortone ), and their svnthetic ana- 
legs, prednisone ( Deltasone, Deltra, Meticorten) and 
nrednisolone ( Delta Cortef, Hydeltra, Meticortelone ), 
has not given as reliable or as consistent results in 
the treatment of acute gouty attacks as the use of 
colchicine, phenylbutazone, or corticotropin. How- 
ever, these preparations are at times useful in patients 
who do not respond well to colchicine or phenyl- 
butazone and in whom the use of corticotropin is not 
practical. In such trials cortisone or hydrocortisone 
mv be given in doses cf 50 ma. every four hours and 
prednisone or prednisolone in doses of 15 mg. every 
four hours until pain is relieved. When the adreno- 
cortical steroids or their analogs are used, the mainte- 
nance dosage of colchicine should be given concomi- 
tantly in amounts of 1.5 to 2 mg. daily. 

The choice of an agent in the treatment of the acute 
attack will depend on the individual situation of the 
patient and on the presence or absence of associated 
conditions. Colchicine undoubtedly continues to be 
the drug of choice in handling the majority of patients. 
Its safety lies in the fact that the toxic effects are 
promptly recognized by the patient and use of the 
drug is discontinued. Its specific effect in gout is often 
of diagnostic aid; phenylbutazone and the hormones 
will also have suppressive effects on conditions closely 
resembling gout. Patients may be educated in the use 
of colchicine, beginning administration of the drug at 
the earliest sign of an impending attack. There need 
be no undue concern with the danger of self-medica- 
tion. However, patients should be warned to keep the 
drug out of the reach of children because of its ex- 
tremely poisonous effect when accidentally ingested. 
Phenylbutazone has the ability to stop the acute at- 
tack without the gastrointestinal disturbances that 
usually accompany the successful use of colchicine 
in a well-developed attack, but its toxic effects are 
more serious and are less likely to be apparent to the 
patient. Therefore, its use is restricted to 
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those patients who can be kept under close observa- 
tion. Corticotropin therapy is usually practical only in 
those patients who may require hospitalization. It is 
particularly useful in severe attacks, in polveyclic at- 
tacks, and in patients who respond incompletely or 
only temporarily to colchicine. Both corticotropin and 
phenylbutazone therapy should be avoided in patients 
with complicating conditions, such as heart disease, in 
which the effect on sodium and water retention may 
be disastrous. A history of peptic ulcer is also a rela- 
tive contraindication for their use. 

General measures useful during an acute attack 
of gout are relatively simple. Bed rest is indicated if 
the attack is severe or if weight-bearing joints are 
involved, and the affected joints should be protected 
by a cradle for the bedclothes, with a splint or sling 
if necessary. Dietary measures are not effective in the 
treatment of an acute attack; usually a soft diet rela- 
tively high in carbohydrate is advised. A liberal fluid 
intake should be maintained. Salicvlates or, if neces- 
sary, codeine mav be used to control the severe pain 
until the effect from more specific measures is ob- 
tained. It is important that use of the joints should 
not be resumed too early during the subsiding stages 
of an acute attack. Weight-bearing joints should be 
protected by the use of crutches until all tenderness 
and swelling, as well as the pain, have subsided. 


Interval Treatment 


The objectives in the management of the intercriti- 
cal period are twofold: to prevent subsequent acute 
attacks and to prevent or treat the deformities and 
disabilities of chronic tophaceous gout by inducing 
negative urate balance. 

Prevention of Acute Attacks.—The most effective 
medication for prevention of acute attacks is the un- 
interrupted use of colchicine in doses of 0.5 to 2 mg. 
daily. The number of patients with gout who have 
taken colchicine daily for a decade or more is suffi- 
ciently large to indicate with assurance that such a 
regimen has been beneficial. Tolerance to the drug 
does not develop. Most patients will be able to toler- 
ate 15 mg. per day in divided doses. Occasionally, 
some patients cannot take more than 1 mg. daily, 
whereas others will tolerate 2 mg. per day. Mainte- 
nance dosage should be given to all patients for at 
least three weeks after acute attacks and also during 
periods when factors that may precipitate acute gout 
are operative, such as acute infections, surgery, 
loss, emotional upsets, unusual exposure, or use of 
therapeutic agents such as liver extract and mercurial 
diuretics. Major or minor surgery should be preceded 
by at least three days of maintenance therapy, which 
should be continued for at least one week after the 
operation. The maintenance dosage of colchicine 
should be used indefinitely in patients having several 
attacks per year or in patients with evidence of chronic 
gouty arthritis. In milder cases, the maintenance pro- 
gram may be adjusted to the experience of the indi- 
vidual patient and put into effect during periods of 
high seasonal incidence, unusual work load, or other 
pn factors. Furthermore, all patients should 

encouraged to recognize prodromal symptoms of 
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an attack, such as diuresis, constipation, or unusual 
mood swings, and to increase colchicine dosage for 
one to two days in an effort to abort such attacks. 
They should also be advised to begin intensive colchi- 
cine treatment when the first symptoms representing 
acute articular involvement occur, rather than to wait 
for the attack to become fully developed. 

The patient's history and experience should be care- 
fully reviewed in an attempt to determine what pre- 
cipitating factors are applicable to his individual 
problem. Insofar as possible, such precipitating factors 
should be minimized or eliminated. There is little 
scientific evidence that diet is an important factor in 
reducing the incidence of acute attacks, aside from 
the rare case of a patient in whom food allergy appears 
to be a trigger mechanism. Since many patients with 
gout are overweight, moderate caloric restriction with 
gradual weight reduction is indicated. Fasting or a 
sudden change to very low caloric diets may precipi- 
tate acute attacks. Moderate use of alcoholic bever- 
ages is permitted unless it clearly tends to induce 
acute attacks or unless there is impaired liver function. 

Measures to Induce Negative Urate Balance.—Meas- 
ures to induce negative urate balance consist of dietary 
restriction to limit exogenous precursors of uric acid 
and the use of a urate eliminant to increase renal ex- 
cretion of uric acid. Recent studies indicate that the 
effectiveness of dietary restriction is definitely limited 
as a means of achieving negative urate balance. The 
availability of effective urate eliminants that can be 
administered safely over long periods of time permits 
a more consistent and greater reduction of the urates 
accumulated in the body than can be obtained by 
dietary restriction alone. 

Exogenous sources of uric acid can be decreased by 
eliminating foods high in preformed purines, such as 
meat extracts, sweetbreads, liver, kidneys, anchovies, 
and smoked meats. In the majority of patients with 
gout, further dietary restriction does not seem justified. 
It has been clearly demonstrated by tracer studies that 
purines are synthesized in the body from the precur- 
sors of glycine, formic acid, carbon dioxide, and am- 
monia. Because of this lively biosynthesis of uric acid 
from the simplest precursors derived from virtually 
every foodstuff, the usefulness of dietary regulation 
as a means of suppressing endogenous urate produc- 
tion is of necessity limited. Preliminary evidence, how- 
ever, shows that purine biosynthesis may be acceler- 
ated in both normal and gouty subjects by a high 
protein intake. Therefore, in patients with severe gout, 
a further restriction of purine intake and limitation of 
protein to 50 or 75 Gm. a day, taken, insofar as pos- 
sible, in the form of plant and dairy product protein, 
may be indicated. 

Urate eliminants are used primarily to achieve nega- 
tive urate balance and hence to prevent or decrease 
urate deposition in the tissues. Their effect in reducing 
the serum urate level is a good index of the extent to 
which the reduction of the body pool of urates has 
been achieved. 

Probenecid, a potent urate eliminant of low . 
selective inhibition of the resorption of urates from the 
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renal tubule. This results in an increase of urate ex- 
cretion in the urine from 30 to 200% above base-line 
levels. This increase in excretion is often not main- 
tained after the first few weeks of probenecid adminis- 
tration, but the increase in urate clearance and de- 
pression of serum urate levels persist as long as the 
drug is administered. The decrease in hyperuricemia 
is accompanied by a decrease in the size of the “misci- 
ble” urate pool and an increased rate of urate turn- 
over. Prolonged administration of the drug can reduce 
the serum urate level, often to normal; it can minimize 
the deposition of urates in the tissue and decrease the 
size of established tophi. 

The drug is administered in dosages of 0.5 to 1 Gm. 
twice daily. Treatment is usually initiated with a 
dosage of 0.5 Gm. twice daily, and, if serum urate 
level has not been restored to normal after two weeks, 
the dosage is increased to 1 Gm. twice daily. Since 
the effect lasts only as long as the drug is taken, pa- 
tients who are receiving probenecid should be advised 
to take this medicament indefinitely. Some patients 
may experience acute attacks of gout soon after the 
initiation of probenecid therapy; therefore, it is wise 
to place all patients on maintenance dosages of col- 
chicine prior to and during probenecid administration. 
Probenecid has no effect in the treatment of individual 
acute gouty attacks. There is usually no decrease in 
the frequency of attacks during the first few months 
after administration of this drug; however, in patients 
who have been on probenecid therapy for one to two 
vears, there often is a decrease in the frequency and 
severity of the acute attacks. 

The effect of probenecid is completely nullified dur- 
ing the administration of acetylsalicylic acid ( aspirin ) 
or other salicylates. Toxic manifestations to probenecid 
are infrequent and usually not serious. Occasionally, 
drug rash and gastrointestinal disturbances have been 
noted, and two serious anaphylactic reactions have 
been reported. Renal colic and urate calculi may occur 
during administration of this or any other urate elim- 
inant, but this danger can be minimized by regulation 
of dosage and by maintenance of a high urine volume. 

Some workers advocate the use of probenecid in all 
stages of gout as soon as the diagnosis is established. 
However, the clinical course of gout is extremely un- 
predictable, and the recommendation of prolonged 
medication to the patient who has had only a few 
acute attacks and who presents only a mild degree of 
hyperuricemia may be questioned. From the practical 
point of view, if such advice is given, it is rarely fol- 
lowed. This drug is clearly indicated in patients with 
osseous or soft tissue tophi or with ic gouty 
arthritis and also in those patients who, because of 
the clinical course or a sustained degree of hy 
cemia, appear to be candidates for development of 
these complications. At times it also seems worthwhile 
to add probenecid therapy to the program of patients 
with frequent acute attacks of gout, in the hope that 
after months of its administration the frequency of 


such attacks may be lessened. 
Other drugs have definite urate-eliminant effects, 
but they possess other qualities that make them less 
desirable for prolonged use as therapeutic agents. 
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Large doses of salicylates will definitely increase the 
uric acid excretion and decrease the serum urate level, 
but the dosage required for such prolonged action 
ranges from 6 to 9 Gm. per day. Few patients will 
tolerate such doses for very long. Phenylbutazone also 
has a definite urate-climinant action when the plasma 
ievel of this drug exceeds 10 mg. per 100 cc. Relatively 
large doses are required to attain such a plasma level. 
Because of the toxic potentialities of this drug, its 
long-term use is not recommended when the desired 
results can be obtained by safer medication. 


Treatment of Chronic Gouty Arthritis 


The first step in the management of chronic gouty 
arthritis is to control the inflammatory involvement, 
which really represents a prolonged, continuous, or 
polveyelic acute attack. If relief cannot be obtained 
with colchicine, short courses of treatment with corti- 
cotropin in doses of 100 U. S. P. units per day, grad- 
ually tapering off over a total period of 10 to 14 days, 
may be helpful in unusually severe cases. Similar short 
courses with phenylbutazone in doses of 0.2 Gm. three 
or four times a day are also effective. 

As the inflammatory element comes under control, 
the patient should be placed on the maintenance dos- 
age of colchicine described previously. Probenecid 
should be introduced to obtain its long-range effect. 
Physical medicine and the application of orthopedic 
principles have much to offer the patient with severe 
crippling gouty arthritis. The exact methods used 
should be adapted to the general conditions of the 
patient and to localized joint involvement. 

Surgery has a definite place in the treatment of 
chronic gout. Tophi should be excised if they become 
troublesome because of size, location in areas exposed 
to trauma, interference with joint function, or the 
development of discharging sinuses. Extensive involve- 
ment of the bones of the fingers and toes may require 
amputation. 


Summary 


Advances in the methods of treatment of gout per- 
mit effective control of the acute attacks and offer real 
hope that the advanced stages and late complications 
of gout can be prevented. Several effective methods 
are available for the treatment of acute attacks. Oral 
administration of colchicine remains the treatment of 
choice in the great majority of patients. Its successful 
use is dependent on promptness of instituting treat- 
ment, adequacy of dosage, and proper timing of the 
doses. Alternative reliable and effective methods in 
the relief of acute gout are intravenous administration 
of cholchicine, oral administration of phenylbutazone, 
and the combination of corticotropin given parent 
lv with maintenance doses of colchicine. The use of 
urate eliminants such as probenecid has no effect on 
acute attacks. 

Treatment between attacks has the twofold objec- 
tive: to decrease the frequency of recurrent acute at- 
tacks and to prevent or treat the deformities and dis- 
abilities of chronic tophaceous gout by inducing 
negative urate balance. A maintenance dosage of col- 
chicine given orally is the most effective medication 
in reducing the incidence of recurrent acute attacks. 
Dietary restriction of food containing preformed 
purines is helpful in obtaining a limited degree of 
negative balance, but a much greater effect can be 
obtained with administration of urate climinants. The 
use of urate climinants is helpful in the treatment of 
tophaceous gout and is definitely of value in prevent- 
ing the development of the advanced stages of the 
disease. 

It is important that the program of management be 
adapted to the individual patient and that it be varied 
according to the stage of the disease. 

The Rackham Arthritis Research Unit is supported by a grant 
from the Horace H. Rackham School of Graduate Studies. 


Adrenal Crisis Now Not Uncommon.—Adrenal crisis was once rare and almost confined to 
Addison's disease. In these days of more frequent adrenal surgery it is not uncommon. It may 
be seen in a variety of different forms (Hart, 1956); (1) during or after adrenalectomy if thera- 
peutic cover is inadequate; (2) in Addison's disease; (3) rarely in Simmond’s disease; (4) in ad- 
renal apoplexy ( Waterhouse-Friderichsen syndrome); (5) in the face of severe stress after 
adrenalectomy—that is, relative cortisone deficiency; and (6) in the face of severe stress in non- 
adrenalectomized subjects whose adrenal cortices have been depressed by prolonged cortisone 
therapy, as in long-term therapy of rheumatoid arthritis. The diagnosis, as mentioned below, 
must not be confused with that of water intoxication, where the patient has been overhydrated. 
In the acute form of this ( water intoxication) syndrome marked mental disturbances occur, 
with disorientation, weakness, fits, and even coma; such cases can prove fatal and must be 
clearly differentiated from the true adrenal crisis before therapy is initiated. In the treatment of 
adrenal crisis hydrocortisone (free alcohol or hemisuccinate) may be given intravenously; 
Lundy (1955) has reported on the use of water-soluble hydrocortisone. Cortisone acetate by 
mouth may be vomited, and by the intramuscular route is too slow in action. We usually give 
100-300 mg. of a suitable preparation of hydrocortisone in a saline infusion over a period of 
some 6 to 24 hours, but it may be given in severely prostrated ill patients more quickly and in 
larger amounts than this. In severe salt-losing cases in crisis we have given 9a-flurohydrocortisone 
intravenously in one-twentieth the dose of cortisone given above with good results.—F. D. 
pay M.D., Treatment of Adrenocortical Deficiency States, British Medical Journal, Feb. 23, 
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FLAVONOIDS IN HUMAN NUTRITION AND MEDICINE 
William N. Pearson, Ph.D., Nashville. Tenn. 


The recent upsurge of interest in the flavonoids, 
particularly in the use of these compounds in the treat- 
ment of numerous clinical disorders, has prompted the 
compilation of this review. No attempt has been made 
to be all-inclusive; rather, the review concentrates on 
a few well-documented findings derived from animal 
studies for use in the interpretation of the more con- 
troversial, less rigidly designed therapeutic reports. 
An excellent detailed review of several aspects of the 
subject of flavonoids has recently appeared.’ 


Chemistry 

The flavonoids are carbon-hydrogen-oxygen com- 
pounds that are widely distributed in nature as pig- 
ments in flowers, fruits, tree barks, and vegetables. 
The most important commercial source of these com- 
pounds is citrus rind. Structurally, the flavone nucleus 
consists of a benzenoid ring fused to a y-pyrone 
moiety. A second benzenoid ring is attached to the 
carbon adjacent to the ring oxygen of the pyrone (see 
figure). Naturally occurring flavonoids contain hy- 
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droxyl or substituted hydroxyl groups, usually in the 
3, 5, 7 and 2’, 3’, 4’ positions. Also, these compounds 
frequently exist as glycosides with the sugar (ordinari- 
ly rhamnose or rhamnoglucose) attached at the 3 or 
7 position. Important compounds are the flavonols 
(hydroxyl group rep t of hydrogen in the 
flavone nucleus), flavanones ‘outed of the 2:3 
double bond), flavanols (hydroxyl substitution, re- 
duction at the 4 position, and reduction of the 2:3 
double bond), and the isoflavones (benzenoid ring 
attachment to carbon 3 instead of carbon 2). 


From the division of nutrition of the departments of bio- 
chemistry and medicine, Vanderbilt University School of 


Toxicity 
As one might expect from their occurrence in com- 
mon plant foodstuffs, the flavonoids have a very low 
order of toxicity when taken orally. Subcutaneous 
and intraperitoneal injections of many flavonoids in 
relatively large amounts have also indicated a very 
low toxicity, 


Nutritional Significance 

Considerable interest in the possible nutritional sig- 
nificance of these compounds was aroused and cham- 
pioned by the reports of Szent-Gyérgyi and his co- 
workers * in the late 1930's. These investigators 
isolated a material from the peels of citrus fruits that 
they called “citrin” and reported it to be effective in 
decreasing capillary permeability in man. They also 
reported that scorbutic guinea pigs fed “citrin” not 
only outlived but had fewer tissue hemorrhages than 
their controls. Thus it was concluded that scurvy, as 
then produced in the guinea pig, was due not only to 
a deficiency of ascorbic acid but also to a lack of the 
“Permeabilitats-Vitamin” (Vitamin P) as well. Shortly 
thereafter it was reported that the major ingredient in 
“citrin” was the flavanone, hesperidin; hence the im- 
plication that the flavonoids were of a vitamin nature. 
It soon developed, however, that these findings could 
not be duplicated in other laboratories, and in 1938 
Szent-Gyorgyi reported that he could not completely 
confirm his earlier experiments. Likewise, the rela- 
tively recent reports of Scarborough,” who claimed to 
have produced vitamin P deficiency in two individuals, 
have not been confirmed. 

As the matter now stands, there is no convincing 
evidence that any member of the flavonoid series is 
a required dietary nutrient for any known species. 
This was recognized in 1950 when the Joint Commit- 
tee on Biochemical Nomenclature of the American 
Society of Biological Chemists and the American Insti- 
tute of Nutrition recommended that the term “Vitamin 
P” no longer be employed.‘ No findings have appeared 
since then that would necessitate revision of this rec- 
ommendation. In recent years, the term “bioflavonoid” 
has come to replace the term “Vitamin P.” The latter, 
however, still frequently appears in the literature. 
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Effects on Capillary Fragility and Permeability 

Because the original reports of the Szent-Gyorgvi 
group claimed that flavonoids were capable of de- 
creasing capillary fragility in the human, a large per- 
centage of the therapeutic studies of flavonoids deals 
with disease conditions that supposedly predispose the 
body to increased capillary fragilitv. The techniques 
emploved in these studies deserve some scrutiny. 

Fragility (the amount of resistance of the walls of 
a vessel to rupture and the ensuing leakage of red 
blood cells into the tissue spaces) has been routinely 
measured by applving negative or positive pressures 
to skin areas for various periods of time and then 
counting the petechiae, if any. Changes in wall per- 
meability (the property of the vessel wall that permits 
passage of water and solutes) have usually been 
studied by measuring the rate of movement of cer- 
tain dyes across the capillary wall into the adjacent 
tissues. 

The validity of the techniques used in estimating 
fragility has been questioned. It has been shown in 
the human that the correlation between the positive 
and negative pressure techniques for measuring vessel 
fragility is low; furt we, the reproducibility of 
results using either technique is unsatisfactory.” The 
method used for the measurement of permeability is 
somewhat more reliable. Nevertheless, the interpreta- 
tion of results dealing with apparent changes in capil- 
lary fragility or permeability is not simple, since such 
changes can be the result of any one or several of a 
number of hemodynamic factors. For example, appar- 
ent changes in fragility or permeability may arise 
from changes in the structure of the vessel wall, from 
changes in blood volume, or from alterations in blood 


pressure. 

Although a favorable effect of flavonoids on capil- 
lary fragility and permeability in man has not been 
convincingly established, there is some evidence from 
animal studies that such an effect might be possible. 
For example, it has been found that certain of the 
flavonoids have antioxidant activity in vitro (and pos- 
sibly in vivo) toward both ascorbic acid and epineph- 
rine. The protective effect of flavonoids against the 
copper-catalyzed autoxidation of epinephrine in vitro 
has been postulated as being due to copper chelation 
by the flavonoid or to formation of a flavonoid- 
epinephrine complex with the flavonoid then being 
preferentially destroved.” It is possible that these anti- 
oxidant properties may partially explain the pseudo- 
vitamin effects noted by the early workers, but similar 
studies of the influence of flavonoids on ascorbic acid 
autoxidation do not appear to have been carried out. 
A definitive study is needed to clarify the physiologi- 
cal relationship, if any, between flavonoids and as- 
corbic acid. 

Ambrose and DeEds* have proposed that the epi- 
nephrine-protective action of the flavonoids may ex- 
plain their findings in the influence of flavonoids on 
vascular permeability in the guinea pig. These workers 
studied the visualization of trypan blue in shaved, 
chloroform-irritated skin areas of rabbits before and 
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after the intravenous injection of rutin. This flavonoid 
appreciably increased the time required for visualiza- 
tion of the dye. Similar findings were recorded by 
Bohr and associates * in studies of the guinea pig, in 
which Evans blue dve was used. It is suggested that 
the flavonoids may prevent the destruction of epi- 
nephrine, with a resulting potentiation of vasocon- 
striction and subsequent decrease in capillary blood 
flow. Further insight into this question has been pro- 
vided by Schiller,” who quantitated, by photometric 
means, the transport of fluorescein from capillaries 
into adjacent areas when rutin or ascorbic acid was 
introduced intravenously. The effects of injecting 
epinephrine and arterenol (nor-epinephrine) at the 
site of the fluorescence readings in the presence and 
absence of an adrenergic blocking agent, phenovy- 
benzamine hydrochloride (Dibenzvline), were also 
recorded. The delay of the transport of fluorescein 
produced by administration of rutin, even in the 
presence of phenoxyvbenzamine, may be interpreted 
as evidence that rutin not only prolonged the action 
of epinephrine (prevented autoxidation) but had an 
independent vasoconstrictor action as well. Additional 
evidence has been presented for an independent vaso- 
constrictor action of flavonoids by these and other 
workers.'” It should be emphasized that these are not 
unique pharmacological properties and that they are 
rather weak when compared to those of other avail- 
able agents. 

By extrapolation from these animal studies, present 
knowledge of flavonoids in this area may be summar- 
ized by stating that if flavonoids affect capillary fra- 
gility and permeability in man, thev may do so because 
they possess certain pharmacological properties and 
not because they are normally involved metabolically 
or structurally in maintaining the integrity of the 
vessel wall. 

Effects on the Common Cold 

Several brief clinical reports have been published, 
claiming that flavonoids have a remarkably favorable 
influence on common respiratory infections by virtue 
of their supposed capacity to increase capillary re- 
sistance. Recently, considerable publicity has been 
given to the use of these substances in the treatment 
of the common cold, and several “cold” preparations 
containing flavonoids have actually appeared on the 
market. The best clinical studies of this claim have 
appeared recently in Tur Journxat. Franz and co- 
workers '' carried out a controlled study on 89 indi- 
viduals. Placebos, flavonoid plus ascorbic acid, ascorbic 
acid alone, and flavonoid alone were administered to 
four groups for a period of three months. Neither the 
subjects nor the examiners knew the content of the 
capsules taken. From the findings, it was concluded 
that flavonoids affected neither the incidence or cure 
of colds nor the ascorbic acid levels of the blood 


serum. 

The detailed report of Tebrock and associates '* is 
probably the most definitive clinical report in the fla- 
vonoid literature and may serve as an example for 
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those who are engaged in evaluating the clinical ef- 
fects of drugs. These workers studied the effects of 
placebos, flavonoid plus ascorbic acid, flavonoid alone, 
and ascorbic acid alone, in combination with a stand- 
ard palliative preparation, on colds occurring in nearly 
2,000 persons. Neither the patients nor the examining 
physicians knew the identity of the administered 
medicament. In the opinion of the investigators, there 
is a singular lack of effect of both flavonoids and 
ascorbic acid in altering the course of the common 
cold. In no instance did apparent differences reach 
the 1% level of significance, and, in most cases, simple 
inspection of the data is sufficient to deny signifi- 


cance. 

These results contrast sharply with those of Macon,"* 
who reported a high rate of relief of cold symptoms in 
121 patients (74.2%) on the second day of treatment 
with capsules containing 100 mg. of flavonate glyco- 
side, 50 mg. of ascorbic acid, and 226.8 to 291.6 mg. 
of acetvlsalicvlic acid. This worker also noted a 50.9% 
improvement with the “control” preparation which 
contained 84.24 mg. of acetvlsalicvlic acid, 64.8 mg. 
of acetophenetidin, and 12.96 mg. of caffeine. Since 
this preparation was not a true control (that is, quan- 
titatively and qualitatively similar except for one 
ingredient ), the apparent 23.3% superiority of the test 
preparation cannot be properly regarded as due to its 
bioflavonoid content. Furthermore, in assessing the 
results of a study of this sort, it is important that indi- 
vidual bias be held to a minimum. It is not possible to 
determine from the limited data presented in this 
paper how well this was accomplished. For example, 
it is not clear how many examiners were involved or 
whether the patient or examining physician knew the 
tvpe of medicament being given. However, a study 
encompassing 1,831 workers is still in progress and 
will be the subject of an extended report. It is hoped 
that the publication of this study will answer the 
questions that arise in connection with the initial re- 
port and will be presented in a fashion susceptible to 
statistical interpretation. On the basis of the best 
evidence now at hand, it would appear that flavonoids 
have no significant effect, palliative or otherwise, on 
the course of the common cold. 


Other Clinical Applications 


The effects of flavonoids on such clinical entities as 
hypertension, diabetes, rheumatic fever, arthritis, and 
pregnancy have been studied. In addition, flavonoids 
have been used in the treatment of nonthrombocyto- 
penic purpura, vascular purpura, allergic purpura, 
idiopathic thrombocytopenic purpura, and hereditary 
hemorrhagic telangiectasis. It is not possible to reach 
a valid conclusion as to the efficacy of flavonoid treat- 
ment in these conditions because of (1) the general 
unreliability of the techniques employed, (2) the 
absence of double-blind placebo controls, and (3) the 
spontaneous remissions that are known to occur dur- 
ing the course of many of these conditions. Although 
it is admittedly difficult to obtain ideal experimental 
conditions in clinical situations, the therapeutic studies 
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of the flavonoids seem to suffer peculiarly from lack 
of proper design. It is also likely that the reluctance 
of individuals to publish negative findings has resulted 
in a more favorable literature than is deserving. 


Absorption and Metabolism 


Evidence concerning the absorption and metabolism 
of the flavonoids is incomplete and somewhat contra- 
dictory, but it is encouraging to see that some work is 
at last in progress along these lines. Apparently the 
most thorough investigations in this area have been 
carried out by Murray and co-workers.'* This group 
has recently presented evidence that metabolites of 
flavonoids were excreted in the urine of the rabbit 
and rat after oral administration of flavonoids. After 
the feeding of rutin or quercetin, homovanillic acid, 
3-hydroxyphenylacetic acid, and 3,4-dihydroxypheny- 
lacetic acid were found. Of these, the last compound 
accounted for some 25% of the quercetin fed. It was 
also reported that administration of either hesperidin 
or homoeriodictyol resulted in urinary excretion of 
3-hvdroxyphenylpropionic acid by the rabbit. Admin- 
istration of homoeriodictyol also gave rise to dihydro- 
ferulic acid, and the feeding of naringenin resulted in 
the excretion of 4-hydroxyphenylpropionic acid. It is 
also stated in this report that a conjugate of unspeci- 
fied nature of the parent substance administered was 
excreted. 


Physiological and Pharmacological Functions 

In addition to their supposed vascular functions, 
numerous other physiological or pharmacological 
functions have been proposed for the flavonoids, but 
few have stood the test of time. For example, reports 
that the phosphorylated flavonoids are antifertility fac- 
tors remain unconfirmed, and claims that certain 
flavonoids and their derivatives are involved in the 
sexual process of algae have been denied. Only one 
other function of the flavonoids seems to be sufficiently 
documented and clear to warrant recognition: Certain 
of the isoflavones present in clover, alfalfa hay, and 
sovbean meal are estrogenic. However, the relatively 
low potency of these compounds (1/50,000 that of di- 
ethylstilbestrol) suggests that they may not account 
for all of the estrogenic activity of subterranean clover, 
the consumption of which has been found to lead to a 
reproductive disturbance in sheep."* 


Summary 


The high hopes once held for the flavonoids as im- 
portant metabolites have not materialized. Instead, 
present knowledge indicates that, while they possess 
mild pharmacological properties under certain condi- 
tions, the flavonoids have no known nutritional func- 
tions. They cannot be regarded as essential nutrients. 
Those workers who claim therapeutic value for the 
flavonoids have not supported their claims with data 
obtained from well-controlled clinical studies. Until 
such studies are made, it must be concluded that the 
flavonoids are of little or no value in the treatment 
of disease. 
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The Team of Private Practice and Public Health.—In the health field [we must recognize] 
how different are the major health problems of today from those which concerned us a few 
vears ago. Due largely to the development of pseventive he lth practices, clin'cal nd public 
health, and to the use of antibiotics in treatment, acute illnesses have ceased to be the major 
threat to the health of the Nation. Our number one problem now is chronic illness and dis- 


ability. . . . The logical role of the public health agency in the community is to initiate 
[community] planning and to provide many of the special services required by your patients 
with chronic disease and disability. The tean or group approach, in which physicians, 
health official and other specialists participats, is mandatory in discharging these responsi- 
bilities. This a implies a mutuality of respect and responsibility on the part of all 
persons involved. . . . . A first step, obviously, is to define the problem. Here the public 
health approach may prove particularly helpful Through epidemiologic studies, public health 
agencies have often learned how a disease can be controlled even before its etiologic agent 
is known. Retrolental fibroplasia, endemic goi‘er, and pellagra are well known examples. Sim- 
ilar studies have demonstrated the relationship of rubella in the first trimester of pregnancy 
to the occurrence of congenital health disease in the infant, and the relationship of strepto- 
coccal infections to the subsequent development of rheumatic fever. It is quite possible that 
epidemiologic studies of cancer, hypertension, coronary artery disease and other chronic con- 
ditions may prove equally lucrative. . .. Group planning and action calls, first of all, for a 
certain attitude of mind toward the changes that have occurred and the contributions others 
can make—a tolerance of ways and thoughts which are not necessarily ours; an open mind in 
the free spirit of science; a ready acceptance of the best from any and every source; an atti- 
tude of rational receptiveness rather than antagonism to new ideas.—L. E. Burney, M.D., 
What Can Public Health Contribute to the Private Practice of Medicine, Diseases of the 
Chest, February, 1957. 


Vol. 164, No. 15 


MEDICINE AT WORK 1679 


MEDICINE AT WORK 


SAGA OF THE DISASTER DOCTORS 
HOW THEY HELPED BATTLE A PAPER ENEMY THAT BECAME REAL 
Milton Golin 


It is just make believe, this “war” in Europe last 
June, but to 40 physicians of the Calcasieu Parish 
Medical Society, meeting in a Lake Charles, La., res- 
taurant, it might well be the start of World War IIL 
They are getting ready in earnest for the fourth annual 
U. S. civil defense exercise—planning emergency pro- 
cedures, reviewing assignments for the society's 95 
members, and discussing aggressions of the paper 
enemy. 

Already, the “enemy” is supposed to have invaded a 
friendly nation abroad. In three days, according to the 
exercise blueprint, the President will call Congress into 
session. On July 12, some 165 nuclear bombs would 
rain on key American targets, and tens of millions 
would die—all on paper. Of course it is not going to 
happen, but this night of Tuesday, June 25, is the last 
time for the medical society to plan its role in the test 
because the next regular meeting will be late in 
August. 

Unknown to them, a real enemy is gathering its 
forces at that very moment 300 miles to the southeast 
over the Gulf of Mexico. Swirling wind currents are 
giving birth to a wicked child already named Audrey, 
the first hurricane of the 1957 season. The doctors go 
home that night into calm, clear, and warm weather. 
Some of them are mulling over the fact that civil de- 
fense plans call for evacuation 36 miles south to the 
coast, to Cameron parish, which has only three physi- 
cians and no medical society of its own. On this night 
in Cameron, off-shore oil derricks silhouetted against 
the gun-metal sky belie the area’s one-time fame as 
a muskrat-trapping center. Shrimp boats and oil barges 
are tving up along the jetties. 


Meanwhile, in the radio stations and news 
offices, United Press teletypes are clattering 
weather advisory, then another and another. A “tropi- 
cal disturbance” is setting a definite course toward the 
western Louisiana and eastern Texas Gulf Coast. But 
the physicians, fresh from a briefing session on dis- 
aster, do not know this vet. Hardly anybody does. It is 
past midnight and the bayou country is asleep. 

Wednesday, June 26, dawns much as the day before. 
Morning papers and radio newscasts are informing 
communities at their breakfast table that a big storm 
is coming. Most folks, many of them French-speaking, 
are not too alarmed; they have seen bad weather be- 
fore. But some are worried. Cameron Parish Sheriff 
O. B. Carter, warning residents of Cameron, Creole, 
and Grand Chenier to evacuate, describes those towns 
as “nothing but hills in the swamp.” A few of the 
coastal residents, just a few, begin getting ready to 
leave the area. 


Consternation in Texas 


In adjoining Texas, though, there is consternation, 
and more people are planning evacuation northward. 
You might say this is a mass reflex action peculiar to 
Texans these days, because that state’s middle name 
has been catastrophe: First in the nation in number 
of all disasters (some 250, killing over 1,000 persons 
in the last decade alone ), first in tornadoes, second in 
hurricanes, first in devastating floods. And as the news 
reports come in, memories are still fresh—memories of 
the Dallas tornado of April 2, the grim Lampasas flood 
of May 12 (said to be the worst flood in recent Texas 
aaeay ), the Silverton tornado of May 16. There have 
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been other Texas floods and over 120 tornadoes this 


vear, and now only 10 of the state’s 234 counties can 
boast thev have not been eligible for federal disaster 
aid since 1950. 

Little wonder, then, that southeast Gulf Coast 
Texans, disaster-shy, are packing for exodus on June 
26. Late that night in Port Arthur, Texas, a 39-year-old 
surgeon, Dr. Robert S. Browne, reads in his newspaper 
that the storm might even bring a 5-to-9-ft. tidal wave 
by noon the next day. Louisiana authorities are offer- 
ing help to Texas, which is expected to feel the main 
punch of the hurricane. Dr. Browne is ready to serve. 

Across the river in Cameron, La., 33-vear-old Dr. 
Cecil W. Clark, living the life of a typical country doc- 
tor on native soil, reviews his dav’s work. He had waved 
goodbve to his three children at home four miles east 
of Cameron (two other voungsters were at his mother's 
home outside the area), and that dav he had been the 
first to set eves on three other children, babies he 
delivered in his 12-bed clinic-hospital. There in Cam- 
eron, Dr. Clark comforts the new mothers and another 
patient, a man recovering from an injured knee. 

Fifteen miles away in Creole, La., 30-vear-old Dr. 
Stephen E. Carter is thinking of his family in Baton 
Rouge. And 36-year-old Dr. George W. Dix, peering 
at the sky, is wondering how a bachelor such as him- 
self might find medical practice under these conditions 
in Africa. A lover of remote, semitropical nature, he 
picked Creole because it seemed to have some of the 
primitiveness of Africa. 

Now the wind is coming in off the Gulf, picking up 
speed. Up in Lake Charles, officials of radio station 
KAOK are playing it safe by asking for the loan of an 
Air Force emergency generator in case of power fail- 
ure. With each whistle of wind, doctors in Calcasieu 
parish recall details of last night's civil defense plan. 
In the Lake Charles Memorial Hospital, Administrator 
Joseph W. Hinsley, who is also the local civil defense 
coordinator, stays up for the latest newscast; it says 
the storm is moving at seven miles an hour toward 
Galveston and is due to hit the coastal region late the 
next day, June 27. 

Audrey Becomes Full Blown 

It seems that Hinsley has just fallen asleep when his 
phone rings. It is a 1 a. m. report from the civil defense 
mutual aid network. The hurricane is becoming full 
blown in Texas at Galveston, Beaumont, Port Arthur, 
and Orange. Advance gales already are battering the 
Louisiana coast. Power failures are blacking out the 
Cameron-Creole-Grand Chenier area. The storm is 
turning into a whip. It is due to hit Lake Charles in 
full force at noon, eight hours ahead of schedule. 

By 3 a. m. more than 20 physicians and nurses who 
were supposed to assemble after dawn are in the 
hospital lobby, ready for action. (At that moment in 
nearby Jefferson county, Texas, schools are opened for 
refugees.) Not many are sleepy-eyed as they take 
stock of cots and stretchers, order extra supplies of food 
and oxygen, distribute linens and medical supplies, and 
arrange for filling several thousand milk cartons with 
water. Large windows are braced and taped, roof 
hatches are battened down, the hospital's electric gen- 
erator is hooked up, and trash collections are put on an 
hourly basis. Elective surgery is cancelled, and conva- 
lescents able to do so are urged to return home. 
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As dawn manages to outrace the wind, people from 
the surrounding area begin drifting into all three hos- 
pitals in Lake Charles for better housing protection. 
Among them are an influx of prospective maternity 
cases. At Memorial Hospital alone, 12 babies are born 
in the next 24 hours, 2 on stretcher carts during the 
height of the hurricane. Down in Cameron, meanwhile, 
Dr. Clark's wife is huddled with her three children as 
the hurricane whirls at 110 miles an hour. He had left 
their home earlier, on a 2 a. m. telephone report that 
water was reaching his hospital and patients. Eastward 
along the coast, Dr. Dix fights against the wind in 
order to reach home across the road from his clinic 
building. Seconds later he returns to find the clinic 
gone; it has been picked up and deposited in a marsh 
a mile and a half away. The office of Cameron parish's 
third and only other physician, Stephen E. Carter, also 
is destroyed in the waters sweeping over Creole. 

It is pow approaching noon in relatively plush Lake 
Charles. The hurricane announces its arrival by smash- 
ing a braced 6-by-12-ft. hospital window. Glass spat- 
ters over Administrator Hinsley and onto a half-dozen 
large pans of food set on a steam table for lunch. So the 
dining room is evacuated, the menu is changed to cold 
cuts, and Hinslev’s head is bandaged. 

Next comes a power blackout. The hospital genera- 
tor is switched on, and so is the one at radio station 
KAOK. But St. Patrick's Hospital in Lake Charles is 
plunged into darkness and terrible quiet. They tele- 
phone Memorial Hospital; “Could we borrow your 
civil defense emergency generator?” It arrives there in 
a few minutes. At 6 p. m. the winds are dying down, 
and hundreds who sought shelter in the hospital 
lobbies start the muddy trudge home. Hinsley and his 
staff leave, too. By now along the coast, however, there 
is horror and death. After 12 hours of effort, distress 
calls are finally sent—to reveal a disaster which could 
not have been contemplated outside that immediate 
primitive area. 


Rescue Operations Begin 
Once the word goes out, it is relayed quickly. 
Louisiana had offered to help Texas; now that the 
storm has veered into Creole, Cameron, and Grand 
Chenier, it is the Texas State Civil Defense Office 
which is placing all its resources at Louisiana's dis- 
posal. At 11:30 p. m. Thursday, Hinsley hears a KAOK 
newscast: civil defense is preparing to send a health 
service unit into Cameron parish. He switches roles 
from hospital administrator to parish civil defense co- 
ordinator, learns that the health unit he must help 
organize will have to handle 1,000 casualties and that 
Army amphibious trucks (“ducks”) are already on the 
way and will arrive at 4 a. m. Hinsley assembles his 
medical force for another 3 a. m. meeting in the hos- 
pital lobby. Still, none are sleepy-eyed 
A large van recently bought for the purpose is sent 
to a warehouse on the outskirts of Lake Charles, where 
a 200-bed hospital unit (one of several thousand 
Federal Civil Defense Administration facilities 
scattered in isolated parts of the nation) is stored. 
Only a few months ago Hinsley and other medical 
volunteers had color-coded the 256 separate cartons of 
the hospital unit, so that it could be set up more swift- 
ly. This was done even before medical civil defense 
workers in Texas had demonstrated in a pioneer exer- 
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cise that such planning was a “must.” Only a few days 
earlier, doctors in Louisiana and elsewhere in the 
nation had received their latest issue of Tue Journnat, 
which described the hospital setup test. Now the Lake 
Charles unit is to be the first in the nation to be used 
in an actual disaster. 

Just before dawn it is loaded from the van onto 
“ducks” for the trek southward. Along goes Hinsley, 
his assistant, a dozen physicians, and 16 nurses. They 
pass through the most devastated country any of them 
has ever seen. Dead cattle float past them, other ani- 
mals stand marooned on small patches of roadway. 
Fallen electric wires and debris block the caravan’s 
path from time to time. Low-hanging power cables 
injure a male nurse and a magazine photographer 
when they fail to duck in time. In an hour the party 
stops at Gibbstown to give first aid. 

They continue to Creole, or what is left of it. There 
is no place to assemble the hospital unit except in the 
road, on a site practically surrounded by water. So 
that’s where they organize medical headquarters; it 
takes them about 30 minutes. (Without previous re- 
hearsals and color-scheming of parts, it would have 
taken about five hours to set up.) With a base estab- 
lished, the watery caravan splits up. One contingent of 
“ducks” heads for Cameron and another in the opposite 
direction for Grand Chenier. Physicians owning their 
own boats shuttle supplies to both towns and bring 
back refugees to Creole and Lake Charles. Many of the 
injured are treated and tagged before evacuation. 

It is clear now that there must have been panic 
among thousands of residents in the three communities 
strung parallel to the coast, since the tidal wave had 
washed directly across the only good road—the one 
connecting the three towns. There was no dry escape 
to the north. 

Another dawn breaks at Lake Charles, illuminating 
the Coast Guard ship Bluebonnet as it arrives with the 
first survivors—41 men, women, and some children 
whose faces still wear the shock of seeing whole fami- 
lies wiped out, communities smashed, victims scream- 
ing as they hang from rooftops, barbed wire fences, and 
tree limbs. At first, some of these accounts are incredible 
to doctors and nurses at the designated casualty sorting 
center in the McNeese State College gymnasium in 
Lake Charles. But as more refugees stumble in, the 
grim reality begins to take hold. Most of the drowned 
are described as oldsters and small children. 

It is late morning now on Friday, June 28, the day 
when, according to the paper civil defense plan, the 
President was to inform Congress of the ramifications 
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of an “enemy” attack on a “friendly nation” in Europe. 
In actuality, officials in Washington are getting ready 
to rush aid to the Louisiana-Texas region. But there is 
one stark reminder of real European warfare in this 
very effort: 20 tons of clothing being shipped to the 
disaster scene from Ellington Air Force Base in Texas 
had been collected originally for Hungary; it never 
was delivered overseas because the Communists had 
quelled the freedom movement. 
Call for Physicians 

Noon approaches and medical field headquarters at 
Creole is a busy scene as survivors are treated for 
shock, fractures, and a variety of other injuries. Sud- 
denly the chatter on a civil defense radio receiver is 
interrupted by a loud voice reporting to some head- 
quarters: “We have called for help from doctors in Tex- 
as. There are no Louisiana physicians at distress areas 
in Cameron parish.” Hinsley boils inside, wishing he 
could set the situation straight, but the transmitter end 
of his set is not working. One doctor quips: “What does 
that guy think were doing here—cracking pecans?” 

Just about this time the telephone rings in Dr. 
Robert Browne's office in Port Arthur, Texas. It is the 
local radio station; they, too, have heard the erroneous 
report that no Louisiana doctors are on duty along the 
coast and that Texas physicians are needed, Would 
Dr. Browne board a shrimp trawler carrying water and 
supplies to Cameron? He would, Moments later an an- 
nouncer broadcasts the news and it is heard in Port 
Arthur by another surgeon, 37-year-old Thomas B. 
“Tony” Sappington Jr. He grabs his medical kit and hops 
aboard, too. So do several nurses. Several hours later, 
when news of the emergency reaches Beaumont, 33- 
year-old Internist Darwin D. Moore, and an assistant 
physician in that city’s tuberculosis hospital, Dr. M. T. 
Danak, a native of India, climb into a Sun Oil Company 
plane for the trip to Cameron. Obstetrician Lewis M. 
Williams, 35, drives there trom his Beaumont office. 

In Louisiana, meanwhile, every physician in They 
casieu and Cameron parishes is on disaster dut 
include the three Cameron parish physicians Bn have 
lost their homes and clinic buildings under swirling 
water. Not until Friday afternoon does Dr. Clark learn 
that his wife and three children are believed drowned. 
(Later Mrs. Clark is found safe, but the children are 
dead—the youngest, 3'2-month-old Jack, having been 
torn from her arms by a huge wave; two other c 
survive in their grandmother's home. ) 

When Dr. Clark hears the tragic news he starts to 
nike back through muddy waters to the debris of his 
home. “No sense doing that,” says Sheriff Carter. “All 
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cian? He explains later: “I figured my place was with 
those who were hurt. I would have to put my family 
temporarily in the background.” A deputy sheriff says: 
“The doctor was tired and had a sad look on his face. 
He was brokenhearted and the people really appreci- 
ate what he has done.” 
It takes five hours for the shrimp boat carrying Drs. 
Browne and Sappington to tie up at the Cameron 
ies as the ebb of Hurricane Audrey washes 
sullenly back to sea. Dr. Browne recalls: “There were 
just us four doctors at first in the courthouse—Tony 
Sappington, myself, a John K. Griffith Jr. (39-year-old 
internist from Lake Charles), and a Dr. White from 
Alexandria who had been visiting in Lake Charles and 
came along to help. We worked by lanterns, flash- 
lights, and candles. There were tetanus and typhoid 
shots to give, fractures to reduce, lives to save. One 
fellow dared me to inoculate him. I said it was up to 
him, that he was risking his life. He still refused. We 
even had a gunshot case. Tony Sappington treated an 
18-vear-old vouth who had been wounded by a rifle 
bullet during an argument over whether he with a 
shotgun or another teenager with a rifle was better 
armed as a deputy sheriff to prevent looting in Cam- 
eron. Both lost their deputy status and had to be 
evacuated. We had some snakebite cases, too.” 
Snakes are a terrifying hazard. The bayous are full 
of ground rattlers and water moccasins. They are 
slithering onto debris, snapping at human refugees 
beside them. Mrs. Stephen Broussard loses three chil- 
dren to the tidal wave, and a fourth dies when a snake 
strikes as she is holding the child in the water. Dr. 
Danak, just in from Beaumont, has cause to dwell on 
that scene as a reminder of his native India, where 
countrymen on rooftops during floods would often 
choose a watery suicide rather than submit to the 
nerve-killing attacks of also-marooned kraits, which 
cause more deaths than any other snake in India. Even 
more terrifying, at least in appearance, are the nutria 
muskrats, some weighing as much as 25 lb. They bare 
long curved teeth when they are being cornered. Sev- 
eral refugees are bitten by these vicious rodents. 


Treatment and Evacuation 


Fifteen miles from the Cameron courthouse, in the 
water-flanked open air hospital, snakebite cases come 
as no surprise. They had been expected in the civil 
defense plan. Physicians left Lake Charles with 75 
snakebite kits, including 36 borrowed hastily from 
local Boy Scouts. Now cots are stretched neatly along 
the far end of a helicopter landing strip; supply cases 
serve as both medical reservoirs and tables. Although 
the scene is primarily one of first aid and evacuation, 
there are some serious cases, too, They are flown back 
to Lake Charles by oil company and Army helicopters. 
Speed boats and army trucks are used to rush elderly 
victims who are afraid to ride the whirlybirds. 

Giant cranes from the Air Force Strategic Air Com- 
mand base go into action to clear roads of debris. The 
airfield itself is used as a disaster base. Individual 
airmen and officers serve as stretcher bearers, as volun- 
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teers at a variety of tasks. National guardsmen from 
Texas and Louisiana deliver 10,000 cots and blankets 
and are manning the “ducks.” (One says: “We had 85 
evacuees aboard on one trip; if anybody had belched 
we would have capsized.”) Red Cross teams move in 
to command posts. 

There seems no end to the misery, stink, and shock 
in Cameron. Hundreds of cattle lie dead in flooded 
Main Street (35,000 of the animals would die in Cam- 
eron parish alone). A ragged boy sitting on the court- 
house steps says: “My brothers are dead and we don't 
know where daddy is.” A fisherman rescued from the 
Calcasieu River mumbles that his father, pregnant 
wife, and two children are gone. Bodies fill up the 
icehouse. 

Dr. Browne of Beaumont says: “I got no response 
from local officials when I suggested that the dead be 
fingerprinted for later identification. Just a little organ- 
ization in that courthouse would have helped a lot. 
We doctors did the best we could but there was little 
readiness in Cameron itself. We could see that in the 
boats tied up outside many wrecked homes—boats 
still containing life preservers which might have saved 
some child—little things like that.” (A former Texas 
National Guardsman, Dr. Browne is familiar with dis- 
aster. As a boy in St. Louis he witnessed the great 
Midwest tornado which killed over 400 persons in 
1925; he rushed gas masks and performed surgery for 
victims of the Texas City holocaust in 1947, and two 
years ago helped organize medical help for flood vie- 
tims at Orange, Texas. ) 

Certainly no lack of organization emanates from the 
medical control center at Lake Charles Memorial Hos- 
pital. Saturday, June 29, dawns and dusks quickly for 
the scores of tired but busy physicians there, in sorting 
areas, in nearby refugee centers, and in the relatively 
far-lung medical outposts. Examination, treatment, 
and assignment at the triage section in the hospital 
lobby becomes a key to the medical efficiency. ( Estab- 
lished civil defense procedure had placed two experi- 
enced physicians in the lobby to assign patients to 
various wards and rooms.) Administrator Hinsley 
writes in his notebook: “If these thousands of hours of 
service by members of the Calcasieu Parish Medical 
Society could be evaluated it would be the outstanding 
contribution to survivors of Hurricane Audrey.” More 
than 3,000 persons are treated. At Memorial Hospital 
only one hurricane victim dies, a woman who had been 
a diabetic. 

Pathos in Patients 


On Saturday Dr. Clark is flown by helicopter to Lake 
Charles for a reunion with his wife and two surviving 
children. Although relief for the doctors from Texas and 
from Calcasieu and Cameron parishes is coming in from 
other localities, many of them stay on serving until 
Sunday evening—more than three days and three nights 
without sleep. By then the curtain of shock has lifted 
in many victims but the horrendous memories never 
can be erased. At the treatment centers people are 
still asking, “Have you any water?” Before the doctor 
they add: “I don't want any if someone 


Much of the water is being sent in thousands of 
half-gallon milk containers by the manager of a local 
Borden milk company in Lake Charles. (The milk 
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the injured are being taken back to the courthouse.” 
So Dr. Clark spends the next few days treating victims 
and directing emergency medical work at the court- 
house. After all, isn't he Cameron’s only resident physi- 
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carton idea developed into standard civil defense pro- 
cedure from the experience of Hurricane Diane in 1955 
at Stroudsberg, Pa.). He, too, keeps working under 
personal stress: His father is the first patient to arrive 
at Lake Charles Memorial Hospital, and his mother 
is the first reported as drowned. 

Now the bodies are decomposing quickly in the heat 
and humidity, and there are not enough disaster 
pouches to enclose them before heavy machinery can 
dig huge graves for mass burial. So there is a rush call 
for garment bags, mattress covers, even quickly sewn 
bed sheets. 

Sunday, June 30, is the first day of assessment, al- 
though medical teams continue to give mass inocula- 
tions against typhoid and tet:nus. Former U. S. Civil 
Defense Director Val Peterson survevs the area as 
President Eisenhower's personal representative. An 
observer at numerous flood, tornado, and other natural 
disaster scenes in recent vears, even Peterson is aghast 
at this calamity. Several months ago, Dr. Joseph A. 
Hertell of Atlanta, Ga., medical director for the south- 
eastern area of the American Red Cross, had admired 
the civil defense setup at Lake Charles. Now he is back 
to see how the plan is put into action. He says: “I 
had no idea how well organized it was until disaster 
struck. Assignments were never questioned. We re- 
ceived full cooperation. The esprit de corps of Cal- 
casieu and Cameron parish physicians, and good plan- 
ning by the medical society is the reason for this fine 
performance. In the 10 major disasters | have witnessed 
in the past five vears this disaster operation was the 
best planned and executed.” 


Planning and Helping for Tomorrow 

But execution of a civil defense plan is only part of 
this saga of disaster doctors. On Monday, July 1, at 
headquarters of parish, county, and state medical so- 
cieties in scattered areas of the South, other plans get 
under way—plans for the medical heroes who, even 
in August, are continuing their spontaneous decision 
not to bill any of the destitute hurricane victims. One 

ys: “We cannot gain satisfaction from the Good 
Samaritan deeds of our right hand if we are acting 
as a bill collector with our left hand.” 

By late July more than $5,000 is contributed by 
physicians to the Cameron Parish Medical Rehabilita- 
tion Fund (c/o Louisiana State Medical Societv, Room 
105, 1430 Tulane Ave.. New Orleans 12). This and 
future donations will be divided by Drs. Clark, Carter, 
and Dix, who already have been forwarded an addi- 
tional $1,500 from an established fund to help them 
rebuild. All three are determined to pick up where 
they left off in the coastal communities. 

In Texas, the Jefferson County Medical Society 
members vote unanimously to assess themselves a total 
of over $1,000 for their colleagues in Cameron parish. 
Money is coming in, too, from Tennessee: the Nash- 
ville Academy of Medicine, the Tennessee State Med- 
ical Association, the Nashville Journal (appealing to 
its readers). There also is help from other parts of the 
nation. As far north as Harrisburg, Pa., The Patriot 
newspaper editorializes: “In the months ahead as 
Cameron rebuilds, Dr. Clark will rebuild, too, His new 
home may well be, as his old one was, Cameron's 
showplace. But it will always be only a dull patch 
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compared to the showplace that was his life... . He 
became a shining symbol in Cameron's grave hours of 
need of other doctors everywhere.” 

In Lake Charles, application is filed for Hill-Burton 
law funds which could help build a 35-to-50-bed non- 
profit Cameron Memorial Hospital for all three physi- 
cians of the parish; private grants are being sought as 
a necessary supplement. Meanwhile, the doctor trio 
has free office space in Memorial Hospital. Pharma- 
ceutical firms are furnishing, at no cost, medicines 
used or destroved during the hurricane, and several 
companies are replacing expensive x-ray equipment 
demolished in the tidal wave. More fortunate doctors 
in the two parishes are donating surplus equipment 
and supplies to Clark, Carter, and Div. 


Crisis Aftermath 

The initial crisis of Hurricane Audrey is over now, 
but health and rehabilitation problems remain; there 
is much to be done. The Calcasieu Parish Medical 
Society, for example, has been trving to move in gov- 
ernment trailers to replace mosquito-infested tents 
occupied by refugees. Fishermen still are netting ven- 
omous reptiles in the Gulf, rattlers ond moccasins 
ebbed out from the bivous. (For a while, the tradi- 
tionally heavy seafood menu of the area is curtailed 
by some residents on a report that an earring was 
found in the belly of a fish.) Mosquito and fly control 
is a problem, and so is water purification and sewage 
disposal in some areas. 

In two weeks, on Aug. 27, the parish medical society 
will meet again in a Lake Charles restaurant, this time 
to evaluate their actions and prepare for future dis- 
asters. (One U. S. meteorologist in the area predicts 
“very wet” weather there until 1962.) Lessons learned 
in June will be put to use “next time”: A special civil 
defense short-wave radio channel, better transportation 
liaison, less overlap of command, battalion aid station 
chests in hospitals to supplement the 200-bed unit, 
more nurses in the civil defense organization. 

These are only sidelight notes in a postgraduate 
medical course that has been priceless in the bayou 
country. Physicians there need not recall an action of 
their American Medical Association House of Dele- 
gates in June of 1956 when it resolved: “Physicians of 
our country, individually and in associated bodies, 
must assume the basic responsibility of preparing for 
and assuming the man:gement of mass casualties dur- 
ing a grave national disaster.” Although that statement 
seems passé to the doctors in Louisiana and Texas, 
they also know that civil defense—disaster preparation 
—still is crying for meaning in many other parts of the 
nation. Catastrophe can strike anywhere. 

Hurricane Audrey's toll is at least 518 dead in Louisi- 

(perhaps many more among entire transient 
workers’ families who were washed out to sea, un- 
identified and unsought ), 9 dead in Texas, more than 
1,000 injured, and many thousands made homeless in 
a property damage totaling some 48 million dollars. 
On July 12, the make believe enemy is supposed to 
have hit the center of Lake Charles with one atom 
bomb, and the outlying Air Force base with another. 
But before July 12, Parish Civil Defense Director 
Larry W. Stephenson announces: “We are not expected 
to ‘ipate in the national civil defense exercise.” 

v have had it. 
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GUIDES FOR MEDICAL SOCIETIES 
AND UNITED MINE WORKERS 


The House of Delegates at its Annual Meeting in 
New York City adopted Suggested Guides to Relation- 
ships between Medical Societies and the United Mine 
Workers of America Welfare and Retirement Fund. 
These Guides are reproduced on page 1686 of this issue 
of Tue Journat. The adoption of the Guides is an- 
other demonstration of the medical profession's efforts 
to provide the best possible medical care without 
interference with the individual doctor who, in the 
last analysis, is responsible for the quality and quantity 
of care provided. The Suggested Guides offer an op- 
portunity for the medical profession, representing 
individual doctors, and the UMWA Welfare and Re- 
tirement Fund, representing the recipients of medical 
care, to meet and discuss the mechanisms for provid- 


differences of opinion between the several parties who 
have a common purpose—good medical care for the 
beneficiary of the Fund—may be resolved. 

The American Medical Association through its Com- 
mittee on Medical Care for Industrial Workers has, 
since the inception of the Welfare and Retirement 
Fund, attempted to foster harmonious relations be- 
tween physicians and the Fund. It has participated in 
the annual conferences in the bituminous coal mine 
areas for this purpose. Now the House of Delegates 
has adopted these Suggested Guides to re-state certain 
basic concepts. The Guides recognize that medical 
services performed by physicians and paid for by the 
Fund inure to the benefit of the beneficiary of the 
Fund. It is the position of the medical profession that 
these medical benefits or services should be available 
to the beneficiary without diminution of either quality 
or quantity of medical care. It is obvious, therefore, 
and should be clearly understood by physicians and 
all others that the Suggested Guides are not a de- 
parture from the traditional, time-tested position of 
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the medical profession, which insists upon free choice 


Phe Guides delineate areas of responsibility to be 
assumed by the medical profession and by the Fund 
in this joint program to provide medical care. They 
suggest a mechanism for cooperation and liaison and 
provide a method for resolving misunderst 

The Guides, if followed, should prevent minor vet 
vexing problems from assuming major or national im- 
portance. By an appeal procedure they establish, at 
successively higher levels, independent reviewing 
bodies which are designed to be independent forums 
having the virtue of objectivity. 

As their very title implies, the Suggested Guides are 
not a rigid formula to be followed without deviation. 
They may be modified in their application as local 
conditions warrant, provided both parties are in accord 
with suggested modifications and variations. The co- 
operation and good working relationships which have 
continuously existed in some areas are ample evidence 
that there is a desire by the profession and the Fund 
to work for the best interest of the beneficiary without 
derogation of rights of either the doctor or the Fund. 
There is every reason to believe that the Guides, 
based on the experiences of the past, will enable all 
areas to achieve a common goal. 

An official of the Fund has stated that the Guides 
“were not acceptable to the Medical Service of the 
Fund and would not be followed.” His objections are 
based on the presence of certain provisions which he 
feels would encourage certain abuses and excesses 
on the part of a very small minority of physicians. This 
position should not be looked upon as an obstacle to 
the implementation of the Guides. Rather it should be 
treated as the expression of an opinion amenable to 
explanation or susceptible, if the facts alleged are true, 
to correction by cooperation between representa- 
tives of the medical profession and representatives of 
the Fund. It would be indeed unfortunate if either 
members of the medical profession or representatives 
of the Fund refused to lend their efforts, personal and 
collective, to implement the Suggested Guides. Per- 
sonalities and prejudices must be submerged if the 
welfare of the individual, be he called a patient or a 
beneficiary, is to be served. It is the responsibility of 
the medical profession and the Fund to recognize and 
accept their obligations in order to achieve their 


worthy objective. 


Heroism so often is a transient thing—hailed today, 
tomorrow, even next year; recalled occasionally a 
decade or more later, then usually forgotten as more 
current epic feats take the limelight. 

Everlasting limelight certainly was not the goal of 
scores of Louisiana and Texas physicians, some of . 
them in personal grief, who in June spent sleepless 
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nights and days caring for victims of Hurricane 
Audrey without thought of any kind of reward. Even 
today, their work for the destitute refugees is a public 
service compensated only by the good will of simply 
helping. 

But while it may not matter to them whether they 
receive recognition, their experience matters a great 
deal to the medical profession and to the public at 
large. Until now, that experience has not been told in 
detail. It needs to be told—not only for its inspirational 
quality but, more importantly, for its value to people 
everywhere who someday may also be faced with 
community calamity. 

Perhaps at no time in modern American history has 
civil defense planning and preparation played such a 
decisive role in a natural disaster as it did during that 
crisis along the Gulf Coast. Lives were saved, suffer- 
ing was alleviated, morale was uplifted by physicians, 
nurses, and hundreds of other volunteers in all walks 
of life. Credit goes beyond civil defense planning, 
however. In Louisiana and Texas there developed a 
refinement to organization—individual improvisation 
born of the planning concept itself. Physicians work- 
ing in the mud and awvind acted well past their medical 
society's civil defense plan, discovering that it is not 
simply what authorities think and plan but, in the final 
analysis, what the individual physician does. For the 
doctor, civil defense inevitably must be seen as a per- 
sonal matter. 

One Louisiana physician saw it in the wind which 
carried his clinic building a mile and a half into a 
marsh. Another saw it in the drowning of his three 
children. Others saw it in first-aid treatment under 
candlelight, in the agony of long-time patients on 
wind-swept hospital cots, and in the depths of mass 
graves dug out of familiar landscape. 

On page 1679 of this issue another Medicine At Work 
article, “Saga of the Disaster Doctors,” tells in detail 
for the first time the heroism of not merely a few 
physicians, but of many in that hurricane crisis. It 
documents the selfless efficiency both of the medical 
community and of hundreds of lay individuals and 
groups. For the nation, that crisis reveals an epic of 
volunteer cooperation. For the profession, it represents 
medicine's finest hour. 


THE PHYSICIAN NOT IN PRIVATE PRACTICE 


Most physicians tend to look upon their colleagues 
who are not actually engaged in the private practice 
of medicine as a numerically small group. Further- 
more, they do not usually think of these doctors as 
particularly involved in the policies which affect pri- 
vate practitioners, such as “free choice,” “socialized 
medicine,” “confidential physician-patient _relation- 
ship,” and the “third party in medicine.” Actually, as 


of December 31, 1956, the American Medical Associa- 
tion Directory showed that, of the 229,876 
physicians in the United States, 72,488 doctors of 
medicine, or 32%, had stated they were not in private 
practice. That is, these men indicated they were not 
supplying direct medical care primarily on a fee-for- 
service basis. 

Many of the 72,488 physicians mentioned do take 
care of patients, however. For example, there are over 
15,000 doctors in some form of government service. 
Some of these serve as regular commissioned officers 
of our armed forces or Veterans Administration; some 
are reserve officers temporarily on active duty in a 
unit of the Army, Navy, Air Force, or Public Health 
Service (including interns, residents, and others with 
full-time hospital appointments); and others are in 
full-time service with various federal agencies such as 
the Department of State and our Point-4 program or 
are at other civil service posts such as the Panama 
Canal Zone. About 25,000 physicians are serving as 
civilian interns and residents. The remaining 30,000 
nonpracticing doctors include those administratively 
emploved by industry, schools, health departments, 
hospitals, and those who claim they are retired. Inter- 
estingly enough, less than 5% of all the medical men 
in this country considered themselves retired. 

Just how many of these medical doctors are mem- 
bers of their local medical societies is not known, but 
it should be emphasized that their participation in all 
medical society activities of an economic or organiza- 
tional nature is important. Medical policies concern- 
ing patient care, as well as the “politics” of health, 
begin at the county society level, and, if all physicians 
can participate in some way in such activities, there 
may be less misunderstanding and more cooperation 
to the benefit of all in the future. After all, the majority 
of the 35,000 interns, residents, and reserve medical 
officers will probably enter “private practice” as soon 
as their present obligations are fulfilled. 

One group of nonpracticing physicians extremely 
important to orga~ized medicine is the full-time teach- 
ers in medical schools. These men and -vomer have 
a tremendous influence in orienting future physicians 
toward medical policies of tomorrow. In addition, 
much of the research that will directly affect future 
patient care is supervised through medical centers 
connected with medical schools. 

If local and state medical organizations invite the 
participation of the nonpracticing physician, such 
participation is a two-way proposition. This same non- 
practicing physician to obtain a voice in organized 
medicine should be willing to become an active, not 
absentee, member of his local medical society. What 
it really amounts to is that every doctor of medicine 
should be a part of, not apart from, his officially recog- 
nized medical organization. 
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ORGANIZATION SECTION 


F. J. L. BLASINGAME TO BE A. M. A. 
GENERAL MANAGER 


The Board of Trustees of the A. M. A. has appointed 
Dr. George F. Lull, who has been Secretary-General 
Manager of the Association for 11 vears, to the newly 
created position of Assistant to the President of the 
A. M.A. He will continue serving as Secretary, which 
is an elective office. At the same time, Dr. F. J. L. 
Blasingame of Wharton, Texas, was appointed to the 
position of General Manager of the American Medical 
Association. He will take over his new duties on Jan. 
1, 1958. 

Dr. Blasingame will leave his private practice in 
Wharton, which he has carried on in the same loca- 
tion for 20 vears, and will move his family to Chicago, 
where the A. M. A. headquarters office is located, as 
soon as possible. Dr. Blasingame. who is 50, has been 
active in medical affairs, at both the state and national 
level, for many vears. When the A. Mi. A. House of 
Delegates elected him a member of the Board of 
Trustees in 1949 he was one of the youngest physicians 
ever chosen. Since then, he has held many important 
A. M. A. committee appointments. He served as presi- 
dent of the Texas State Medical Association in 1955. 
Teaching and medical education have always been 
close to his heart. After graduating from the Univer- 
sity of Texas Medical School at Galveston in 1928, he 
spent three vears as a teacher on the medical school 
staff. Since then he has maintained a teaching affilia- 
tion with the University of Texas. 

Dr. Blasingame has long been active in civic affairs 
not only in his home town but throughout Texas. He 
is president of Blue Cross-Blue Shield Plans of Texas; 
he is chairman of the Board of Trustees of Wharton 
County Junior College, and he is also chairman of the 
medical advisory board of Sears, Roebuck Foundation, 
which encourages young doctors to create new med- 
ical facilities where they are needed. 

Dr. Edwin S. Hamilton, Kankakee, Ill, Chairman, 
A. M. A. Board of Trustees, said that “the 164,000 
members of the American Medical Association are 
fortunate in obtaining the services of Dr. Blasingame. 
He is young, highly experienced, and he is making 
the change at a great sacrifice to himself.” Dr. Hamil- 
ton, in announcing the appointment, said that “Dr. 
Blasingame is dedicated to the principles of good 
medical care for all of the American people. He pos- 
sesses all the essentials of leadership, plus knowledge, 
imagination and sound thinking. His work on behalf 
of medicine through the vears has shown that he has 
the courage and initiative to shoulder responsibility.” 

Dr. Lull, in his new job, will relieve the President 
of the Association of many of the burdens of this office, 
which have become especially heavy in the last few 
years. Dr. Lull, who is 70, joined the A. M. A. staff 
after serving 34 years in the Army. His last position 
before retirement was deputy surgeon general of 
the Army. 


From the Committee on Medical Care for Industrial Workers 
of the Council on Medical Service and Council on Industrial 


SUGGESTED GUIDES TO RELATIONSHIPS 
BETWEEN STATE AND COUNTY MEDICAL 
SOCIETIES AND THE UNITED MINE 
WORKERS OF AMERICA WELFARE 

AND RETIREMENT FUND 


The House of Delegates at the 1957 New York meet- 
ing gave consideration to this subject. and a report 
may be found on pages 1113-1115 of the July 6 issue 
of Tue Jours a. The Suggested Guides are reproduced 
again because of the interest in this subject.—Ep. 


The fundamental concepts on which the recommen- 
dations are based are: 

1. All persons, including the beneficiaries of a third 
party medical program such as the UMWA Fund 
should have available to them good medical care and 
should be free to select their own physicians from 
among those willing and able to render such service. 

2. Free choice of physician and hospital by the pa- 
tient should be preserved: 

a. Every physician duly licensed by the state to 
practice medicine and surgery should be assumed at 
the outset to be competent in the field in which he 
claims to be, unless considered otherwise by his peers. 

b. A physician should accept only such terms or 
conditions for dispensing his services as will insure his 
tree and complete exercise of independent medical 
judgment and skill, insure the quality of medical care, 
and avoid the exploitation of his services for financial 
profit. 

c. The medical profession does not concede to a 
third party such as UMWA Welfare and Retirement 
Fund in a medical care program the prerogative of 
passing judgment on the treatment rendered by physi- 
cians, including the necessity of hospitalization, length 
of stay, and the like. 

3. A fee-for-service method of payment for physi- 
cians should be maintained except under unusual 
circumstances. These unusual circumstances shall be 
determined to exist only after a conference of the liai- 
son committee and representatives of the Fund. 

4. The qualifications of physicians to be on the hos- 
pital staff and membership on the hospital staffs is to 
he determined solely by local hospital staffs and local 
governing boards of hospitals. 

MEDICAL SOCIETY RESPONSIBILITIES 

1. The members of the medical profession have the respon- 
sibilty for rendering good medical care to all people, including 
beneficiaries of the UMWA Welfare and Retirement Fund. 

2. Each local medical society, in light of the needs of the 
community, should develop a mechanism for supplying the 
Fund area medical administrator with the names of physicians 
desiring to participate in the Fund's medical care program, in- 
dicating the field in which each physician wishes to practice. 

3. The medical society should create active liaison commit- 
tees with periodic and established times for meetings. Medical 
societies should appoint physicians on these committees who are 
interested in the problems and willing to devote time to them. 

4. The liaison committees should be established on a county, 
regional, or state level as may be necessary, Local 
should be handled locally and, if not resolved there, referred to 
successively higher levels until they have been resolved. 

5. The liaison committee should be charged with the prompt 
has to do with relationships or dealings between 
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profession and the Fund. Success in the implementation of these 
Suggested Guides depends in a large part upon the perform- 
ance of the liaison committees. 

6. To protect the Fund and its beneficiaries, the medical so- 
ciety should institute, through its liaison committee, measures to 
correct any confirmed abuses called to its attention. 

7. A medical society and a liaison committee should not en- 
gage in unilateral action in any matter which affects the rela- 
tionships between the medical profession and the Fund without 
prior consultation with the Fund representatives. 

8. When an agreement is drawn up between a medical society 
and the Fund, it should include a provision which would permit 
any portion(s) to be referred to higher levels without nullifying 
the entire agreement. 

9. All controversial matters arising between the UMWA Wel- 
fare and Retirement Fund and the participating physicians 
which cannot be reconciled at the local or state level should 
be promptly referred to the Committee on Medical Care for 
Industrial Workers. This appeal mechaniwm is available to any 
party concerned. 


FUND RESPONSIBILITIES 


1. The Fund should keep statistical data on medical care pro- 
vided to the beneficiaries by the physicians. The Fund should 
present to the liaison committee any claims such as poor medi- 
cal care, overcharges, and unnecessary surgery, with substan- 
tiating evidence. 

2. The Fund should utilize the medic 
mittees on medical questions relating 
program. Success in the implementatic 
Guides depends largely upon the utilizatic 
mittees. 

3. Representatives of the Fund should not engage in unilat- 
eral action in any matter which affects the relationships be- 
tween the Fund and the medical profession without prior con- 
sultation with the liaison committee. 

4. Every physician duly licensed by the state to practice 
medicine and surgery should be assumed at the outset to be 
competent in the field in which he claims to be, unless con- 
sidered otherwise by his peers. 

5. When an agreement is drawn up between a medical soci- 
ety and the Fund, it should include a provision which would 
permit any portion(s) to be referred to higher levels without 
nullifying the entire agreement. 

6. All controversial matters arising between the UMWA Wel- 

and Retirement 


iety liaison com- 


the liaison com- 


Industrial Workers. This appeal mechanism is available to any 
party 


1957 PUBLIC RELATIONS INSTITUTE 


Aug. 28 and Aug. 29, 1957 
The Public Relations Institute is presented by the 
American Medical Association as a service to state 
and county medical societies. It is designed for repre- 
sentatives of these societies and their auxiliaries, for 
medical school public relations personnel, and for 
others working in the field of medical public relations. 


PROGRAM 
Wednesday, Aug. 28 
REGISTRATION 
8:30 a.m., French Room Foyer 
COFFEE HOUR, 8:30 to 9:30 a.m., Ballroom 
OPENING OF EXHIBITS 
9 a.m., French Room 
Health education exhibits and public relations aids available 
from the American Medical Association will be on display. 
MEDICINE AND PUBLICITY: two panel discussions 
9:30 a.m., Ballroom 
Chairman: Robert Potter, Executive Secretary, Medical Soci- 
ety of the County of New York 
Problems of Science Writers and the Working Press in Cover- 
ing Medical Stories 
Charles L. Hudson, M.D., Cleveland 
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Roland Berg, Medical Editor, Look M 
Thomas L. Royce, M.D., Chairman, Pu Relations Board, 
Harris County (Texas) Medical Society 
Robert Clark, Staff Writer, Louisville Courier-Journal 
John L. Bach, Director of Press Relations, A. M. A. 
Pharmaceutical I 


Evan A. Edwards, Executive Assistant, University of Colo- 
rado Medical Center 
Chet Shaw, Executive Vice-President, Health News Institute, 
New York City 
John Troan, Science Editor, The Pittsburgh Press 
John C. Lee, Executive Secretary, Dade County (Florida) 
Medical Association 
Tom Coleman, Assistant to the Vice-Chancellor, University of 
Pittsburgh, Schools of the Health Professions 
LUNCHEON, 12:30 p.m., Walton Room 
PUBLIC RELATIONS PROBLEM-SOLVING SESSIONS 
2:15 p.m.-5:15 p.m. 
Large State Societies (Four or more A. M. A. delegates)— 
Room M-10 
Chairman: James A. Waggener, Executive Secretary, Indiana 
State Medical Association 
Robert L. Richards, Assistant Director, Medical Society of 
the State of Pennsylvania 
Earl R. Thayer, Assistant Secretary, State Medical Society of 
Wisconsin 
Special Consultant: Shirley D. Smith, Executive Director, 
Public Relations Society of America, New York City 
Special Consultant: Glenn B. Sanberg, Executive Director, 
American Society of Association Executives, Washington, 
D. C. 


Small State Societies (Less than four A. M. A, delegates )— 
Room M-11 
Chairman: Donald L. Taylor, Executive Secretary, lowa 
State Medical Society 
E. Ebel, Executive Secretary, Kansas Medical Society 
Milton D. Krueger, Executive Secretary, Medical Association 
of 


Georgia 
Barrett A. Nelson, M.D., President, Kansas Medical 
County Societies with Executive Secretaries—Room M-16 
Chairman: William R. Ramsey, Executive Secretary, King 
County (Washington) Medical Society 
A. 


(Texas) Medical Society 
County Societies Without Executive 
Chairman: John H. Burkhart, M.D., Knoxville, Tenn. 
John F. Hartman Jr., M.D., Erie, Pa. 
Edward T. Edwards, M.D., Vincennes, Ind. 
RECEPTION FOR REGISTRANTS 
5:30 p.m., Walton Room 


Thursday, Aug. 29 
COFFEE HOUR, 8:30 a.m. to 9:30 a.m., Ballroom 
GRIEVANCE COMMITTEE REEVALUATION SESSION 


9:30 a.m., Ballroom 
: William J. Burns, Executive Director, Michigan 
State Medical Society 
Keith H. Frankhauser, M.D., Avon, Ill. 
Robert C. Lewis Jr., M.D., Glenwood Springs, Colo. 
Dr. Harry Pandolfo, President-elect, Indianapolis Medical 
Society 
PUBLIC RELATIONS PROBLEMS IN THE SOCIO. 
ECONOMIC AND LEGISLATIVE FIELDS 
a.m., 


Ballroom 
Robert B. Throckmorton, Legal Counsel, Iowa State Medica 


Society 
William M. Nebeker, M.D., Salt Lake City 
Edward Willenborg, Executive Secretary 
cine of 
LUNCHEON, 12:30 p.m., Walton Room 
of two new A. M. A. films: “Whitehall 4-1500,” 
and “Mechanical Quackery” 
ADJOURNMENT 


, Academy of Medi- 


| 
(Kentucky) Medical Society 
which cannot be reconciled at the local or state level should Charles L. Collum Jr., Executive Secretary, Travis County 
be promptly referred to the Committee on Medical Care for 
Drake Hotel, 


| MEDICINE AND THE LAW | 


PROFESSIONAL LIABILITY 


Joseph F. Sadusk Jr., M.D., Oakland, Calif. 


One of the most difficult problems presently con- 
fronting physicians is that of medical malpractice, 
probably more correctly termed professional liability. 
Commencing in the 1930's, gaining momentum during 
the 1940's, and attaining new heights in the 1950's, 
the problem has reached alarming proportions, It ex- 
ists nationwide, the only difference being that the 
degree of hazard varies throughout the nation. In 
some areas of the country, suits have been filed for 
a million dollars! And judgments rendered by the 
courts have reached $250,000! Awards in the neigh- 
borhood of $100,000 are not particularly unusual. 

As a result, some insurance companies are avoiding 
or leaving the field of such coverage, group profes- 
sional liability insurance programs have been can- 
celed, and physicians are finding it increasingly diffi- 
cult to obtain adequate and proper coverage. This 
condition must affect the practice of medicine; the 
physician will lose his courage in the use of necessarily 
difficult and dangerous procedures in behalf of his 
patients if he is to become their insuror, as the present 
trend of professional liability would suggest. 

Boiled down to a few words, we may define medical 
malpractice as the failure of a physician to possess 
the average skill and knowledge of other physicians 
in like circumstances or, possessing that average skill 
and care, the failure to use it. This has been tradition- 
ally the definition of medical malpractice, but it seems 
to me that during the past 10 years there has been a 
slow but pernicious change of this concept in the 
courts to compare the physician's care of a patient 
in the light of what may be looked upon as the very 
best care in a community, Such a concept makes it 
difficult for most physicians to defend themselves in 
court. In addition, the broadening definition of the 
statute of limitations, the requirement for a physician 
to become a witness against himself by the use of 
a hypothetical question, the increasing application 
of the doctrine of res ipsa loquitur by the courts, 
and the readiness of patients to sue and the lay jury 
to award increasingly high judgments compound the 

lem 


The very advances of medical science have in- 
creased the danger of injury to patients. Medicine is 
indeed a hazardous profession, and the yearly ad- 
vances in the diagnosis and treatment of disease, 
despite the over-all benefit to mankind, burden the 
physician with the danger of serious and irreparable 
damage to the patient in spite of his utmost diligence 
and care. 


Member, Committee on Medicolegal Problems, American 
Medical Association. 

Read before a luncheon honoring the American Medical As- 
sociation Committee on Medicolegal Problems and previewing 
the film “The Doctor Defendant,” New York, June 3, 1957 


The public has been led by the publication of 
magazine articles to believe that medicine has reached 
the stage where diagnosis and treatment are marvel- 
ous and wondrous. To be sure, these advances are 
breath-taking. but writers seldom emphasize that 
these advances are not infallible and that some of 
them are extraordinarily hazardous. When complica- 
tions occur, the patient then becomes critical—partic- 
ularly if he is an unrealistic person—and may manifest 
such dissatisfaction by a malpractice claim. 

This truth is clearly evident in a review of mal- 
practice claims. Ninety per cent or more reveal no evi- 
dence of malpractice, but, unfortunately, do show that 
a poor result was obtained—not due to the careless- 
ness or negligence of the physician, but rather due 
to the fact that medicine has not reached perfection 
or infallibility. It never will. The physician cannot 
guarantee results. 

It is for this reason that I stated in my introductory 
sentence that the term medical malpractice should be 
replaced by the term professional liability. This term 
properly reflects the point that the physician has had 
to assume a new occupational hazard, liability for the 
fate of the patient even in the absence of negligence. 

Now, no one will deny that actual malpractice may 
and does occur. Physicians are human beings—not in- 
fallible and not always capable of perfect judgment— 
and when there are put into the hands of a human 
being new and dangerous and hazardous medicaments 
and surgical procedures, which medicine has devel- 
oped for benefit of mankind, serious harm may result 
from time to time, Some of these untoward results 
may not be the fault of the physician; and some poor 
results may occur when the physician is not continu- 
ously and unusually alert to the course of events, or is 
not qualified to carry out these edures. Medicine 
has and is doing much along t lines to correct 
such situations. 


Education and Understanding 


A recitation and review of all of the factors leading 
to malpractice claims and suits is beyond the scope 
of my very brief presentation today, Suffice it to say, 
however, that a solution must be found for this prob- 
lem and particularly in those instances where an un- 
realistic patient brings claim without merit against the 
physician, whether due to misunderstanding, personal 
malice, or as a guise to avoid paying for medical serv- 
ices. The solution is difficult and, indeed, no one can 
dogmatically state at this time what the proper elements 
are of a satisfactory prevention program. It is obvious, 
though, that education of the physician, the patient, 
and the understanding of the attorney are needed. 

Thanks to the Wm. S. Merrell Company, the film 
today ts one of our approaches to the educa- 
tion of the physician and we hope will also lead to a 
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better understanding of the physician's problem by the 
attorney. The film reviews some of the factors leading to 
malpractice claims and will serve to educate the doctor 
in regard to the legal aspects of his care for the patient 
and we trust will also tend to prevent misunderstanding 
with and mishaps to the patient. 

That this film was produced in conjunction with the 
American Bar Association indicates a growing liaison 
between the physician and the attorney. We need this. 
We must develop such understanding between the 
two professions as one of the proper elements in the 
prevention of nonmeritorious malpractice claims. One 
may argue that this film will serve to educate the un- 
scrupulous attorney on how to levy more claims 
against the physician. However, one must remember 
that, in order to have a malpractice suit, there must 
necessarily be a dissatisfied patient. Despite the 
possible calculated risk in education of certain attor- 
neys who make it their business to regularly process 
claims without merit, the production of such a film 
is a calculated risk that we must take in informing 
the physician of possible pitfalls. 

Above all, we must keep in mind a primary prin- 
ciple of medicine: progress for the good of the public. 
Medicine is dedicated to this premise; and if we pro- 
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ceed along such a line of philosophy and let the 
fall where they may, the over-all benefit to the pu 


to be dedicated to offer the best of medical care as the 
years go along. 

On the other hand, patients must understand that 
the newer advances in medicine and surgery will con- 
tinue to bring forth an irreducible number of risks 
and hazards, which they must be prepared to accept 
if medicine is to progress. Likewise, the attorney must 
have a growing realization of the problems of the 
physician in this respect, and must carefully analyze 
the allegation of negligence by : 
physician, and should press such claims only if there 
is true merit to the case. The so-called nuisance claims 
and suits without merit should not be pressed. 

In behalf of the Committee on Medicolegal Prob- 
lems of the American Medical Association, may I ex- 
press our appreciation for the financial assistance of 
the Wm. S. Merrell Company in making this film 
possible. We hope that such educational mediums 
will continue in production for release to the physician 
and the attorney. 


WHAT SPECIALTY SOCIETIES ARE DOING ABOUT MEDICAL 
PROFESSIONAL LIABILITY INSURANCE 


This is the 15th in a series of articles dealing with medical professional 


. An edito- 


rial (page 360) and a chronological résumé (page 364) appeared in Tue Journat, Feb. 2. The 


preceding articles in this series have been published 
to April 6, and since then intermittently.—Eb. 


One phase of the Law Department's study of 
medical professional liability has involved the distribu- 
tion of a questionnaire to 12 national medical societies. 
Although they cooperate with, they are not constituent 
or component societies of, the A. M. A. The question- 
naire was designed to ascertain whether these societies 
have recommended a certain type of professional 
liability insurance coverage to their membership or 
have ever considered doing so. Six of them replied that 
they are recommending or have endorsed such in- 
surance, Three others stated that they considered 
making such insurance available to their membership 
but have not done so for various reasons, including 
inability to work out a practicable program, no desire 
by the membership for such insurance, and the fear 
of jeopardizing the society's tax status. 

The information received from the 12 national so- 
cieties concerning their medical professional liability 
insurance programs is shown in the table. 

In a previous article in this series (THe Journat, 
June 1, page 582) it was pointed out that 13 state soci- 
eties offered “group” professional liability insurance to 
their membership and that 2 state societies recommend- 
ed two or more approved policies to their membership. 
Combining this information with the information re- 
ceived from the national medical societies, it appears 
that at least 21 state and national societies recommend 

or endorse some particular form of medical professional 
liability insurance for their membership. 


weekly in Tue Journar from Feb. 9, 1957, 


Resume of Information Received from National Medical Societies 


Pro fes- Years 
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International College of 
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St. Paul Mereury Indemnity ¢ 
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MEDICAL NEWS 


CALIFORNIA 


Pediatrics Project Grant.—A grant of $86,700 from the 
Rosenberg Foundation of San Francisco to the Stan- 
ford Medical Center Fund, which will underwrite the 
establishment of a model community pediatrics pro- 
gram as part of the proposed medical center, has been 
announced. The child health program, proposed by 
Dr. Robert H. Alway, head, pediatrics department and 
acting dean of the Medical School, will keep voung- 
sters with nonacute ills from being hospitalized. In- 
stead, it will offer pediatric care in outpatient clinics, 
in the offices of private physicians, and in clinics. The 
joint pediatrics facilities in the combined Palo Alto- 
Stanford hospital and educational and research facili- 
ties in the field of pediatrics and the willingness of 
pediatricians to construct joint facilities with the 
Medical School, will contribute to this objective, Dr. 
Alway said. The program will also coordinate com- 
munity youth and service organizations such as the 
Stanford Convalescent Home and the Mid-Peninsula 
Child Health Council. A program director, to be ap- 
pointed in January, 1958, will undertake a study of 
other pediatric centers throughout the nation. The 
Rosenberg grant will underwrite the expenses for the 
first three pilot years of the program, after which other 
support will be necessary. Headquarters of the child 
care program will be in existing medical school build- 
ings on campus, until the new pediatrics department 
in the new medical center is completed in 1959. 


DISTRICT OF COLUMBIA 

Appoint Director of Medical Education.—Dr. Richard 
H. Kosterlitz has been appointed director of medical 
education for the Washington Hospital Center, the 
new 800-bed air-conditioned hospital soon to be com- 
pleted on 47 acres of the Soldiers Home tract in Wash- 
ington, D. C. Funds for this appointment were made 
available by the Ford Foundation’s Hospital Program 
which provides for the extension and improvement of 
the hospital's education program. 

Dr. Kosterlitz will devote his time to teaching, 
developing and coordinating training programs for 
interns and residents, as well as a scientific program 
for the attending staff. Dr. Kosterlitz formerly served 
on the staffs of Cook County and Mt. Sinai Hospitals 
in Chicago. 


Appoint Medical School Dean.—Dr. John L. Parks will 
succeed Dr. Walter A. Bloedorn as dean of George 
Washington University School of Medicine, Sept. 1. 
Dr. Parks is presently professor of obstetrics and 
gynecology. Dr. Parks joined the medical faculty of 
the School of Medicine in 1939; he became head of 
the university department of obstetrics and gynecology 
hospital in 1944. He is a director of the American 
Board of Obstetrics and Gynecology; treasurer of the 


Physicians are invited to send to this department items of news 
of general interest, for example, those relating to society activities, 
new hospitals, education, and public health. Programs should be 
received at least three weeks before the date of meeting. 


American Gynecological Society; member of the Board 
of Governors of the American College of Surgeons; 
former vice-president (1956) of the American College 
of Obstetricians; a member of the executive committee 
of the District of Columbia General Hospital; con- 
sultent in obstetrics to Walter Reed Army Hospital 
and Children’s Bureau; and a member of the Board of 
Trustees of the House of Mercy. 


FLORIDA 
Three in Family Graduate.—Dr. Carl Ml. Dumbauld, a 


retired navy captain, received his Ph.D. in pharma- 
cology at the recent commencement at the University 
of Florida. His two children also received degrees. 
His son, John, was awarded a bachelor degree in 
psychology, biology, and chemistry, and his daughter, 
Joan, received a bachelor of arts degree in English. A 
veteran of 2S vears in the Navy as a medical officer, 
Dr. Dumbauld moved to Florida when he retired. 
Here he took courses to brush up for the st ite board 
examinations, then decided to continue working for 
a degree in pharmacology. Presently he is working as 
a “surveyor” with the Joint Commission on Accredita- 
tion of Hospitals. 


GEORGIA 


Personal.—Appointment of Dr. Alfred M. Bennett as 
medical associate of the American Heart Association in 
the area of rheumatic fever and congenital heart 
disease has been announced. Dr. Bennett has been 
associate in medicine, department of medicine, Emory 
University Medical School, Atlanta. His new duties 
will involve liaiscn with the American Heart Associa- 
tion's Council en Rheumatic Fever and Congenital 
Heart Disease. 


Apvoint Chief of Anesthesiology.—Dr. William H. 
Galvin, assistant professor of surgery, Emory Univer- 
sity School of Medicine, Atlanta, and director of 
anesthesi: at E~ory hospital, has been named to the 
new administrative post of chief of anesthesiology in 
the Medical School. In his new position Dr. Galvin will 
serve as a section chief in the department of surgery 
and will direct patient care, teaching, and research in 
anesthesia in the Medical School and at Grady Hos- 
pital. The expanded hospital program will include 
addition of two full-time anesthetists and establish- 
ment of a resident training program. Prior to Dr. 
Galvin’s appointment, anesthesia service at Grady was 
on a “voluntary” basis. He was formerly director of 
anesthesia at North County Community Hospital, 
Glen Cove, N. Y. During World War I he was chief 
of anesthesia at Ashford General Hospital, White 
Sulphur Springs. 


Grant to Poliomyelitis Center.—A grant of $66,158 has 
been made by the National Foundation for Infantile 
Paralysis to support the work of the Poliomyelitis 
Respiratory and Rehabilitation Center at the Medical 
College of Georgia, Augusta, from July 1, 1957, 
through June 30, 1958. The center, one of 15 in the 
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United States, provides facilities for the study and 
treatment of children and adults from throughout the 
South who have become severely paralyzed or de- 
veloped breathing difficulties from poliomyelitis. Ef- 
forts at the center are directed toward the develop- 


ment of better methods of care and rehabilitation of | 


the acutely handicapped person, and the teaching of 
such techniques to physicians, medical students, and 
nurses in the Southeast. As an integral part of the 
Medical College, the center has the benefit of the 
facilities of the new Eugene Talmadge Memorial Hos- 
pital, as well as the consultation services of the entire 


Medical College faculty. 


ILLINOIS 

News.—The following officers were recently 
elected by the Illinois Society of Anesthesiologists: 
president, Dr. James A. Felts, Marion; president-elect, 
Dr. Huberta Livingstone, Chicago; vice-president, Dr. 
Raymond Rose, Western Springs; secretary, Dr. Clif- 
ford A. Baldwin, Evanston; and treasurer, Dr. Morris 
]. Finer, La Grange Park. 


Institute Offers Prize.—The Institute of Medicine of 
Chicago is offering an annual prize of $300 for “the 
most meritorious investigation in medicine or in the 
specialties of medicine.” The investigation may be also 
in the fundamental sciences, provided the work has a 
definite bearing on some medical problem. Competi- 
tion for 1957 is open to graduates of Chicago medical 
schools who completed their internship or one year 
of laboratory work within a period of five years prior 
to Jan. 1, excluding their terms of service in the Armed 
Forces. Manuscripts must be submitted to the Secre- 
tary of the Institute of Medicine of Chicago, 86 E. 
Randolph St., Chicago 1, not later than Dec. 31. The 
manuscript of the prize paper, as submitted, is to 
become the property of the institute. The prize winner 
may be invited by the board of governors of the in- 
stitute to present his paper at a meeting of the insti- 
tute. If no paper submitted is deemed worthy of the 
prize, the award may be withheld at the discretion of 
the board of governors. 


NEW YORK 

Clinic for Childhood Kidney Disorders.—Long Island's 
first clinic for childhood nephrosis, nephritis, and 
allied kidney disorders, recently opened at the North 
Shore Hospital, Manhasset, is now in full operation, 
offering free service to the patients of Nassau County 
physicians. Complete diagnostic work-ups can now be 
handled and full reports are sent to the physicians. 
The new clinic is supported by the Nephrosis Founda- 
tion of New York, which has made an initial grant on 
advice of its medical advisory board and the suggestion 
of the Nassau County Council of the foundation. 
Physicians may refer their own private patients suf- 
fering from nephrosis for consultations and periodic 
follow-up examinations as well as diagnostic tests. 
The service is without fee to the patient. The clinic 
is under the direction of Dr. Harold Goldstein. 


Eye Injuries in Industry.—There were 1,897 cases in- 
volving compensation benefits of eye injury closed in 
1955 according to a recent from New York 
State. A survey of industrial eve injuries in the state 
from 1950 through 1955 showed that cuts, punctures, 
and lacerations of the eve accounted for almost half 
of the average of 2,100 eve injuries suffered each vear 
during that period. Of the remaining cases, two of 
every five were caused by burns, including chemical 
burns, and foreign bodies in the eve. Occupational 
diseases, the result of occupational activity or exposure 
to injurious substances, usually over a period of time, 
accounted for less than 1% of all compensated eye 
injuries. Of these occupational eve injuries, four out 
of five cases were conjunctivitis. 


GUAM 

Establish Society of Practitioners.—On May 24 the 
articles of association of the Medical Society of Private 
Practitioners of Guam were adopted. The purpose of 
the society is to organize “the physicians in private 
practice in the territory of Guam . . . for the purpose 
of promoting and encouraging the practice of the 
healing arts . . . according to the rules and regulations 
of the American Medical Association.” Names of the 
board of directors are: Dr. August John Dargevics, 
Dr. Gabriel Masry, and Dr. Edward Falk. Member- 
ship is divided into three classes: Active members, 
those who are actively engaged in private practice; 
honorary members, physicians not in active practice 
but who are honored by emeritus positions; and asso- 
ciate members, those who are not engaged in active 
practice but who have an association with one or more 
active members of this association or who is duly 
licensed to practice medicine in Guam. The official 
post office address of the association is P. O. Box 924, 
Agana, Guam. 


GENERAL 
Poliomyelitis Vaccine Appropriation.—Over 99% of the 
$53.6 million appropriated by Congress to help pro- 
vide poliomyelitis vaccine for children has now been 
paid to states and territories, Dr. Leroy E. Burney, 
surgeon general of the Public Health Service, has re- 
ed. Legislation was requested by President Eisen- 
er to help assure that children would not be denied 
Aug. 12, 1955. Federal grants were made to the states 
for the purchase of vaccine and the administration of 
vaccination programs for children under 20 and preg- 
nant women. The law expired June 30. Four states 
(Arkansas, Indiana, Nebraska, and Wyoming) have 
indicated that they will not use all of their federal 
allotment. The balance of unspent allotments for these 
states, about $400,000, will revert to the U. S. Treasury. 
It is estimated that by the time all of the vaccine now 
been used, about 29 million children and 
pregnant women (45% of the population in these 
groups) will have received a total of over 75 million 


injections through the federally financed program. 


Symposium on Gas Chromatography.—The Instrument 
Society of America will hold its first three-day Inter- 
national Symposium on Gas Chromatography at the 
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Kellog Center for Continuing Education, East Lansing, 
Mich., Aug. 28-30. Program sessions will consist of 
five one-hour papers, each on a specific phase of gas 
chromatography, followed by related 10-to-15-minute 
contributed papers. Sessions will only be conducted 
during the morning end evenings, leaving afternoons 
for use of Michigan State University recreational 
facilities. Major papers will be delivered by Marcel 
Golay, of Norwalk, Conn.; Courtenay Phillips, Merton 
College, Oxford, England: and Beull O. Avers, Phillips 
Petroleum Co., Bertlesville, Okla. Areas to be covered 
include theoretical considerations in gas chromatog- 
raphy, gas chromatography for the laboratory, gas 
chromatography as a preparative tool, new horizons in 
gas chromatography, and gas chromatography instru- 
mentation for continuous automatic analvsis. For in- 
formation write H. 8. Kindler, Director of Technical 
Programs, Instrument Society of America, 313 Sixth 
Ave., Pittsburgh 22. Pa. 


Conference on Religion and Medicine.—The Rohlf 
Memorial Clinic Foundation and Wartburg College. 
Waverly, lowa, are sponsoring a conference on religion 
and medicine to be presented Aug. 28-29 at Wartburg 
College. Kevnote speaker will be Dr. Russell L. Dicks. 
professor of pastoral core, Duke University Divinity 
School, Durham, N.C. Three workshops are featured: 
pastoral care and the hospitals concern, specific re- 
ligious involvements in health, and medical and pas- 
tore! personnel working together. A panel discussion 
to be held Aug. 29 will cover three main topics: what 
the patient should be told, spiritual care of the dying 
patient and his loved ones, and emotional-spiritual 
support for the chronically ill patient. Speakers in- 
clude: Dr. William B. Bean, M_D., professor of internal 
medicine and Dr. Robert T. Tidrick, M.D., professor 
of surgery, State University of lowa, College of Medi- 
cine, lowa City, who will discuss “Medicine and Re- 
ligion—A_ Physician's Viewpoint” and a “Physician 
Looks at the Minister,” respectively. Registration fee is 
$5.00. For information write the Conference on Re- 
ligion and Medicine, Wartburg College, Waverly, 
lowa. 


Fellowshins in Research.—Sept. 1 and Dec. | are the 
current deadlines fer applications to the National 
Foundation for Infantile Paralysis for postdoctoral 
fellowships in research, academic medicine or in the 
clinical fields of psychiatry, rehabilitation, orthopedics, 
the management of poliomyelitis, and preventive 
medicine. Applications for fellowships in the medical 
associate fields of social science, health education, 
physical therapy teaching, and occupational therapy 
teaching, should also be filed by these dates. A spring 
date of March | is also provided. Financial support 
of the fellow varies according to his previous educa- 
tion, his professional experience, marital status, and 
number of dependents. For a full academic program, 
tuition and fees are allowed; for other programs, a 
sum not to exceed $1,250 per year (includes tuition ) 


is provided. 

All awards are made upon recommendation of the 
appropriate National onion Fellowship Com- 
mittee. U. S. citizenship is required, but those who 
have filed a petition for naturalization will be con- 
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sidered. For information write the Division of Pro- 
fessional Education, National Foundation for Infantile 
Paralysis, 301 E. 42nd St.. New York 17, N. Y. 


At the New York Meeting.—Alfred N. Steele, chairman 
of the board of the Pepsi-Cola Company and a director 
of the U. S. Committee of the World Medical Associa- 
tion, and his wife, film actress Joan Crawford, were 


Dr. David B. Allman; Mrs. Alfred N. Steele (Joan Craw- 
ford); Dr. Dwight H. Murray; and Alfred N. Steele (left to 
right). 


welcomed to the AMA's annual meeting in New York 
City by Dr. David B. Aliman, AMA president, and Dr. 
Dwight H. Murray, immediate past-president. All 
were present at a reception of the World Medical 
Association in the Waldorf-Astoria Hotel. 


Influenza at Boy Scout Jamboree.—The U. S. Public 
Health Service Morbidity and Mortality Weekly Re- 
port of July 26 contains reports from several state 
health departments of outbreaks of influenza and 
among them is the following (abbreviated) report 
concerning an influenza-like illness that occurred 
among Boy Scouts attending the recent Jamboree at 
Valley Forge. 

Dr. W. D. Schrack, Pennsylvania Department of 
Health, reports that an influenza-like illness occurred 
among Boy Scouts assembled for the Jamboree at 
Valley Forge. The disease first occurred en route 
among three contingents totalng about 1,000 boys 
from California and one contincent cf 40 from Louisi- 
an’. Subsequent cases of an in’) nza-like illness de- 
veloped in most of the 38 sections of the Jamboree, 
either as sporadic or a clustering of cases in one or 
more troops. Such clusterings were seen among troops 
from South Dakota, Virginia, Cok rado, New York, and 
Puerto Rico, Approximately 600 Bey Scouts and leaders 
with respiratory illness were observed or cared for in 
facilities provided by the U.S. Arny. Many boys with 
minor illnesses were cared for in section»! facilities. . . . 
Five hemagglutinating agents were obtained from 
throat washing of six persons in the enidemic. All of 
these isolates were identified at Wilter Reed Army 
Institute of Research as similar to Far East strains of 
influenza virus. Four were from Boy Scouts and one 
was from a Scout Master. One of the five identified 
viruses came from a Scout from the San Francisco area 
and four were from Scouts from the Los Angeles re- 


gion. 


~ 
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Prevalence of is.—According to the Nation- 
al Office of Vital Statistics, the following number of 
reported cases of poliomyelitis occurred in the United 
States, its territories and possessions in the weeks 
ended as indicated: 


July 18, 


— duly 14, 
Paratytic 
Area Type Total Total 
New England States 
ace ses 3 
Mikitle Atlantic States 
1 1 1 
Fast North Central State« 
‘4 
Weet North Central State« 
South ........ 
1 
South Atlantic States 
66000000000000 
‘ 7 
7 " 
2 4 7 
East South Central States 
‘ 
‘4 ‘4 
West South Central States 
4 
Mountain States 
1 
1 7 
1 
4 
1 
Pacific States 
eee eee 4 
1 1 2 
Territories and Possessions 
os 
eee 
ose eee 1 


Society News.—At a recent meeting of the Great 
Northern Railway Surgeons’ Association the following 
officers were elected: Dr. Burton C. Ford, Marshall, 
Minn., president; Dr. Everett B. Coulter, Spokane, 
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Wash., first vice-president; Dr. Harry D. Benwell, 
Grand Forks, N. D., second vice-president; Dr. Rob- 
ert D. Harper, Sidney, Mont., third vice-president; and 
Dr. Ernest R. Anderson, Minneapolis, secretary- 
treasurer.——The following officers of the National 
Tuberculosis Association were recently elected: Wil- 
liam M. Morgan, Ph.D., Alliance, Ohio, president; 
Dr. Mario M. Fischer, Duluth, Minn., president-elect; 
Miss Marion H. Douglas, Hartford, Conn., and Dr. 
Oscar A. Sander, Milwaukee, Wis., vice-presidents; 
Mrs. Wallace B. White, Brooklyn, secretary.——At the 
82nd annual meeting of the American Neurological 
Association the following officers were elected: presi- 
dent, Dr. Israel S. Wechsler; president-elect, Dr. 
Bernord J. Alpers; first vice-president, Dr. Russell N. 
DeJong; second vice-president, Dr. Bronson S. Ray; 
secretary-treasurer, Dr. Charles Rupp; and assistant 
secretary, Dr. William F. Caveness. The 83rd annual 
meeting of the association will be held at the Claridge 
Hotel, Atlantic City, June 16-18, 1958.——At the fourth 
annual meeting of the Society of Nuclear Medicine 
the following officers were elected: president, Dr. 
Marshall Brucer, Oak Ridge, Tenn.; president-elect, 
Dr. Henry L. Jaffe, Los Angeles; vice-president, Dr. 
Franz Bauer, Los Angeles; vice-president-elect, Dr. 
Dwight E. Clark, Chicago; and treasurer, Dr. Lindon 
Seed, Chicago. The next meeting will be held June 
19-21 in the Beverly Hilton Hotel in Los Angeles.—— 
Officers for the United States-Mexico Border Public 
Health Association for 1957-1958 are: president, Dr. 
Malcolm H. Merrill; president-elect, Alberto Ortiz Iri- 
goyen, Mexico City, D. F.; vice-presidents, Dr. Belle 
Dale Poole, and Dr. Hector Torres, Mexicali, Baja Cali- 
fornia; secretary, Dr. Sidney B. Clark, El Paso, Texas. 
The next meeting will be held in Hermosillo, Sonora, 
Mexico, in April, 1958.——The following officers of the 
American Broncho-Esophagological Association were 
elected for the term of 1957-1958: president, Dr. Wal- 
ter Hoover, Boston; vice-president, Dr. Walter P. 
Work, San Francisco; treasurer, Dr. Verling K. Hart, 
Charlotte, N. C.; secretary, Dr. F. Johnson Putney, 
Philadelphia; and editor, Dr. Francis W. Davison, Dan- 
ville, Pa. The next annual meeting will be held at the 
Mark Hopkins Hotel, San Francisco, on the afternoons 
of May 21-23, 1958. 


FOREIGN 

Aviation Medicine —The second European 
Congress of Aviation Medicine will be held in Stock- 
holm, Sept. 16-19, under the presidency of Prof. E. 
Hohwii Christensen. The scientific program will in- 
clude reports on current developments in gravitational 
stress, standardization of tolerance tests in human 
centrifuges, decompression sickness and explosive de- 
compression, and trends in engineering psychology 
and psychophysiology in aviation medicine. Visits will 
be made to a Swedish Air Wing, the Department of 
Aviation Medicine at Karolinska Institute, Stockholm, 
and the Aeromedical Laboratory, Uppsala. Dr. Ame 
Fryholm is chairman of the executive committee of 
the meeting, and Dr. Olle Héék is secretary-general. 
Information may be obtained from Dr. Olle Héék, 
Flygvapnet, Stockholm 80, Sweden. 


Congress of Orthopedic Surgeons.—The International 
Society of Orthopedic Surgery and Traumatology will 
hold its seventh congress Sept. 16-21 in Barcelona, 
Spain. All sessions will take place at the Palacio de 
Proveccion of Montjuich. The program features the 
following topics: influence of growth on the sequelae 
on bone and joint injuries and the Treatment of Flail 
Limbs. Speakers from France, Great Britain, Ger- 
many, Spain, Italy, and the United States will make 
presentations. Open discussions will follow the re- 
ports. Three symposiums are scheduled: giant-cell 
tumors and their treatment, the surgical treatment 
of osteoarthritis of the hip, and causes and preven- 
tion of congenital malformations of spine and limbs. 
Films will be shown each afternoon except for Sept. 
19, which will be kept free for the bull fight. Other 
entertainment includes a visit to the Barrio Gotico 
and a folklaristic fiesta to be held Sept. 16. An excur- 
sion to Montserrat will be held Sept. 21. For infor- 
mation write the Secrétariat-Général, 34, Rue Mon- 
tover, Bruxelles, Belgique. 


Psychiatric Congress in Zurich.—The second Interna- 
tional Congress for Psychiatry will be held Sept. 1-7 in 
Zurich, Switzerland. Official headquarters will be the 
Swiss Federal Institute of Technology. Theme of the 
Congress is “Present Status of Our Knowledge About 
the Group of Schizophrenias.” Official languages are 
German, French, English, Spanish, and Italian. About 
75 papers will be presented at the general sessions 
and three symposiums are featured: social psychiatry 
of schizophrenia, forensic problems related to schizo- 
vere and the fmm syndrome from an anthro- 
hy view. Individual symposiums, not 
the organizing committee, will also be 
held. Gon discussions and small discussion groups 
are planned. Fee for active participants is 100 Swiss 
francs. Film presentations, scientific exhibitions, and a 
nonscientific collection of drawings in the Swiss Fed- 
eral Institute of Technology have been arranged. Social 
events include a reception Sept. 1, a lake trip Sept. 3, 
and a public dinner Sept. 4. A special ladies’ program 
has also been arranged. For information write pro- 
fessor J. Wyrsch, Stans (Lucern) Switzerland. 


CORRECTIONS 

Dr. Brown's Appointment.—In the July 6 issue of Tue 
JournaL, page 1129, the Medical News section, Dr. 
George E. Brown was listed as being director of 
physical education at the Christ Hospital. Dr. Brown 
has written saying, “My position is director of Medical 
Education, in charge of postgraduate training.” 


New York State Medical Election.—In the June 29 
issue of Tue Journnat, page 992, the Medical News 
section, the elected officers for the Medical Society 
of the State of New York were given incorrectly. Dr. 
W. P. Anderton, secretary, has written, saying, “Dr. 
Leo E. Gibson, of Syracuse, was chosen president- 
elect . . . and will serve for one year after which he 
will become president, succeeding Dr. Thurman B. 
Givan, of Brooklyn, who was installed as president. 


Dr. Givan succeeds Dr. James Greenough, of Oneonta.” 
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EXAMINATIONS 
AND LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 


Natrona Boarp or Menprcat Part 1, Various Cen- 
ters, Sept. 3-4. Sec., Dr. John B. Hubbard, 133 South 36th St., 
Philadelphia 4. 


MEDICAL SPECIALTY BOARDS 


Ameerucan Boanp oF Oral, W 
Oct. 28-Nov. 1. Sec., Dr. Curtiss B. Hickcox, 80 Seymour St., 
Hartford 15. 

Boanp or Oral. Baltimore, Oct. 11- 
13. Final date for filing application was April 1. Sec., Dr. 
Beatrice Maher Kesten, One Haven Ave., New York 32. 

Ameerucan Boanp of Written. Oct. 21. 
Oral. Los Angeles, Sept. 11-14. Final date for filing applica- 
tions was Feb. 1. Exec. Sec., Dr. W. A. Werrell, 1 West 
Main St., Madison 3, Wis. 

Amenican oF Sunceny: Examination 

given twice annually, in the spring and fall. In order to be 
Siaible a candidate must have his application filed at least six 
months before the examination time. Sec., Dr. Leonard T. Fur- 
low, Washington University School of Medicine, St. Louis 10. 

Ameenican Boanp oF Onsternics anp Part 1. 
Chicago, Jan, 2. Part 11. Chicago, May 7-17. Final date for 
filing application is September 1. Sec. Dr. Robert L. Faulk- 
ner, 2105 Adelbert Road, Cleveland 6. 

oF Oral. Chicago, Oct. 
7-11. Written. January 1958. Final date for filing application 
was July 1. Sec., Dr. Merrill J. King, Box 236, Cape Cottage 
Branch, Portland 9, Maine. 

American Boann or Sunceny: Part 11, New York 
City, Jan. 29-31, 1958. Final date for filing application is 
August 15. Sec., Dr. Sam W. Banks, 116 South Michigan 
Avenue, Chicago 3. 

Ameenican Boanp oF Chicago, Oct. 7-11. 
Final date for filing application was in April. Sec., Dr. Dean 
M. Lierle, University Hospitals, lowa City. 

Amenican Boanp or Patno vocy: Oral and Written. Pathologic 
Anatomy and Clinical Pathology. New Orleans, Sept. 26-28. 

filing application is August 15, Sec., Dr. 
Edward B. Smith, Indiana University Medical Center, ‘Indi- 
anapolis 7. 

Ameenucan Boanp or Prastic Sunceny: Oral and Written 
Examination. San Francisco, Oct. 31-Nov. 2. Final date for 
filing case poate — July 1. Corresponding Sec., Miss Es- 
telle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 

Boanp or Procrococy: Oral and Written. Parts | and 
il. September. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y. 

Amenican Boanp or ann Nevnotocy: New York, 
Dec. 16-17. San Francisco, March 17-18. Sec., Dr. Dawid A. 
Boyd, Jr., 102-110 Second Ave., $8. W., Rochester, Minn. 

Boann or Raprotocy: Washington, Sept. 23-28. Final 
date for filing application was June 1. Chicago, May 20-24. 
Final date for filing application is Jan. 1, 1958. Sec., Dr. H 
Dabney Kerr, Kahler Hotel Bldg., Rochester, Minn. 

American Boanp or Sunceny: Part I. Buffalo, Sept. 23-24; 
New Haven, Oct. 21-23; Indianapolis, Nov, 18-19; Cincinnati, 
Dec. 16-17; New Orleans, Jan. 13-14; Durham, N. Car., Feb. 
10-11; Baltumore, March 10-11; Chicago, May 12-13; Los 
Angeles, June 16-17 and Portland, Oregon, June 20-21, Sec., 
Dr. John B. Flick, 225 So. 15th St., Philadelphia 2. 

American Boanp or Unotocy: Written examination. Various 
cities throughout the country. Pathology and Oral Clinical. 
February 1958. Location not decided. Exec. Secretary, Mrs. 
Ruby L. Griggs, 30 Westwood Road, Minneapolis 16, 

Boarp or THornacic Suncery: Written. Various 
out the country, Sept. 6, and the closing date for registration 
was July 1, 1957. Sec., Dr. William H. Tale 1151 Taylor 
Ave., Detroit 2. 
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Falisi, James Vincent, Colonel, U. S. Army, retired, 
El Paso, Texas; born in Lexington, Ky., Feb. 2, 1885, 
Louisville and Hospital Medical College, Louisville, 
Ky., 1908; specialist certified by the American Board 
of Pathology; fellow of the American College of Phy- 
sicians; member of the College of American Patholo- 
gists; service member of the American Medical 
Association; assistant professor of surgery, University 
of Arkansas School of Medicine in Little Rock until 
1917, when he entered the medical corps of the regu- 
lar Army; served as chief of laboratory service at 
Fitzsimons Army Hospital, Denver, Walter Reed 
Army Hospital in Washington, D. C., and the Army- 
Navy Hospital at Hot Springs, Ark.; served as com- 
manding officer of the Philippine Department, the IV 
Corps Area, and the 7th Service Command Labora- 
tories; retired Oct. 31, 1947, died in the William Beau- 
mont Army Hospital April 24, aged 72, of pulmonary 
emphysema. 

Frocht, Maurice * New York City: born in Wengraff, 
Poland, June 15, 1891; University of Michigan Medical 
School, Ann Arbor, 1925; specialist certified by the 
American Board of Psychiatry and Neurology; mem- 
ber of the American Psychiatric Association and the 
Association for Research in Nervous and Mental Dis- 
eases; fellow of the New York Academy of Medicine; 
veteran of World War |, civilian psychiatrist on the 
Induction Board during World War LH, and consulting 
psychiatrist to the Bronx District Attorney's office; 
associate attending neurologist of the Neurological 
Institute of the Columbia-Presbyterian Medical Cen- 
ter and associate in neurology at Columbia University 
College of Physicians and Surgeons until his retire- 
ment in 1956; consulting neuropsychiatrist at Lenox 
Hill Hospital; died May 15, aged 65, of coronary 
thrombosis. 


Flinn, James Michael * Helena, Mont.; born in Helena 
Nov. 18, 1891; St. Louis University School of Medicine, 
1921; member of the American Academy of General 
Practice; president of the Public Health League, past- 
president of the Lewis and Clark County Medical 
Society and the Mentana State Medical Association; 
served as a consultant to the state department of pub- 
lic welfare, as Montana chairman of the advisory 
committee to the Selective Service System for many 
years, and as captain in the medical corps of the 163rd 
infantry, Montana National Guard; college physician 
for Carroll College; on the staffs of St. John’s and St. 
Peter's hospitals; died in Great Falls May 6, aged 65, 
as the result of a fall down a flight of steps at the 
home of a patient. 

Dollar, Dougal MacGregor * Louisville, Ky.; born in 
Lee, Mass., Oct. 23, 1892; University of Louisville 
School of Medicine, 1935; professor of anesthesiology 
at his alma mater, where in 1954 an annual lectureship 
named for him was set up by the Louisville Chapter 


@ Indicates Member of the American Medical Association. 
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of Phi Chi medical fraternity, to commemorate his 
years of service; in 1940 an annex built to the Phi Chi 
fraternity house was named in his honor, Dougal M. 
Dollar Hall; secretary-treasurer of the Southern Asso- 
ciation of Anesthetists; associated with Waverly Hills 
Sanatorium, St. Joseph Infirmary, Norton Memorial 
Infirmary, Louisville General and Children’s hospitals, 
and — Baptist Hospital, where he died May 4, 
aged 64. 


Talley, Arthur Thurman * Kerrville, Texas; born in 
1888; Memphis (Tenn.) Hospital Medical College, 
1910, Tulane University of Louisiana School of Medi- 
cine, New Orleans, 1914; fellow of the American Col- 
lege of p= eeageh: served on the faculty of Baylor Uni- 
versity College of Medicine; past-president of the 
Harris County Medical Society; formerly practiced in 
Houston, where he served on the staffs of P Methodist. 
Jefferson Davis, and St. Joseph's hospitals; for many 
vears associated with the Memorial Hospital in Hous- 
ton, where he was president of the staff in 1936; on 
the staff of the Sid Peterson Memorial Hospital; died 
May 11, aged 68, of coronary occlusion. 


Diefendorf, Burke * Glens Falls, N. Y.; Albany (N. Y.) 
Medical College, 1915; specialist certified by the 
American Board of Preventive Medicine; past-presi- 
dent of the Columbia County Medical Society and 
the Warren County Medical Society; fellow of the 
American Public Health Association; for many years 
district state health officer, including the counties of 
Warren, Washington, and Saratoga; consultant, Glens 
Falls (N. Y.) Hospital and the Saratoga Hospital in 
Saratoga Springs; died in the Roswell Park Memorial 
Institute, Buffalo, May 5, aged 70, of carcinoma of 
the colon with metastases. 


Risser, Edward Daniel * Pasadena, Calif.; born in Des 
Moines, lowa, March 26, 1891; State University of 
lowa College of Medicine, lowa City, 1918; formerly 
practiced in Winona, Minn.; specialist certified by the 
American Board of Otolaryngology; member of the 
American Academy of Ophthalmology and Otolaryng- 
ology; at one time vice-president of the Minnesota 
Academy of Ophthalmology and Otolaryngology; as- 
sociated with St. Luke and Alta Vista hospitals, and 
the Collis P. and Howard Huntington Memorial Hos- 
pital, where he died May 1, aged 66, of coronary 
thrombosis. 


Abbruzzi, Anthony Joseph * Upper Darby, Pa.; born 
in Philadelphia Dec. 17, 1912; Temple University 
School of Medicine, Philadelphia, 1937; specialist cer- 
tified by the American Board of Ophthalmology; 
ophthalmologist for the American Federation of Labor; 
associated with Thomas M. Fitzgerald Mercy Hospital 
in Darby, Misericordia and Presbyterian hospitals, and 
St. Luke’s and Children’s Medical Center in Philadel- 
phia; died in the Temple University Hospital, Phila- 
May 22, aged 44, of migrating 
bitis and metastatic papillary carcinoma of the bladder. 
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Gordon, William Henry * Detroit; born in Findlay, 
Ohio, Nov. 16, 1890; University of Michigan Medical 
School, Ann Arbor, 1916; specialist certified by the 
American Board of Internal Medicine; member of the 
American College of Cardiology, American Trudeau 
Society, and the Endocrine Society; fellow of the 
American College of Physicians; during World War I 
was awarded the Purple Heart; veteran of World 
War II; associated with Sinai, Woman's and Herman 
Kiefer hospitals, and the Harper Hospital, where he 
died May 5, aged 66, of arteriosclerotic heart disease 
and hypertension. 


Ehrlich, Simon D., Hollywood, Fla.; Cornell Univer- 
sity Medical College, New York City, 1907; specialist 
certified by the American Board of Anesthesiology; 
member of the Medical Society of the State of New 
York and the American Society of Anesthesiologists, 
of which he was a founder and president, an associate 
member of the American Medical Association; prac- 
ticed in New York Citv, where he was on the staffs of 
the Beth Israel Hospital, Mount Sinai Hospital, and 
Hospital for Joint Diseases; died May 7, aged 71, of 
congestive heart failure and coronary thrombosis. 


Fredricks, Merriam Gerard * Duluth, Minn.; Univer- 
sity of Minnesota Medical School, Minneapolis, 1940, 
specialist certified by the American Board of Derma- 
tology and Syphilology; member of the American 
Academy of Dermatology and Svyphilology; past- 
president of the Minnesota Dermatological Society; 
past chief of staff, Miller Memorial Hospital; member 
of the staffs of St. Luke's Hospital and St. Mary's Hos- 
a See he died May 1, aged 44, of cerebral 

hage, thrombocytopenic purpura, and acute 
myeloid leukemia. 


Browne, William Claiborne, Dallas, ‘Texas; University 
of Nashville (Tenn.) Medical Department, 1906, vet- 
eran of World War |, served on the staffs of Baylor 
University, Methodist, Parkland Memorial, and Gas- 
ton hospitals; died May 15, aged $3, of a heart attack. 


Daley, William John, Buffalo; University of Buffalo 
School of Medicine, 1923; veteran of World War Hl; 
served on the staffs of the Buffalo General Hospital 


and Mercy Hospital, where he died April 24, aged 59. . 


Delaney, P. Arthur, Watervliet, Mich.; Rush Medical 
College, Chicago, 1928; died in the Mercy Hospital, 
Benton Harbor, May 21, aged 65. 


Dennison, Albert Eugene * Oak Park, IIl.; Rush Medi- 
cal College, Chicago, 1895; member of the staff of the 
West Suburban Hospital, where he died June 7, aged 
87, of adenocarcinoma of the colon with metastasis to 
the liver. 

Desaulniers, George Edmund Dearden * Lewiston, 
Maine; McGill University Faculty of Medicine, Mont- 
real, Que., Canada, 19158; associated with St. Mary's 
General Hospital, where he was past-president of the 
medical staff and where he died April 20, aged 72, of 
hepatorenal syndrome and biliary cirrhosis. 
Devereux, Richard Leo * Knoxville, lowa; Bennett 
Medical College, Chicago, 1915; veteran of World 
War I; formerly practiced in Sioux City, where he 
was police surgeon, and on the staffs of the Lutheran 
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and St. Vincent's hospitals; while in Tahlequah, Okla., 
was associated with the Indian Service; died in the 
Veterans Administration Hospital April 8, aged 67. 


Dickie, Walter Murray, Berkeley, Calif.; Medical De- 
partment of the University of California, San Fran- 
cisco, 1901; served as director of public health for the 
California State Board of Health of which he was for 
many vears secretary and executive officer; died May 
8. aged 81, of aneurysm of the abdominal aorta and 
arteriosclerosis. 


Donohue, John Daniel, Uncasville, Conn.; Baltimore 
Medical College, 1909; member of the Connecticut 
State Medical Society, served as health officer of Mont- 
ville and as school physician; associated with the 
Lawrence Hospital in New London; died May 15, 
aged 71, of carcinoma of the large intestine. 


Dullea, Katherine M.. Los Angeles; Barnes Medical 
College, St. Louis, 1908; died May 15, aged 81, of 
congestive heart failure and arteriosclerosis. 


Ferguson, Lewis Hamilton * Monctt, Mo.; Kentucky 
School of Medicine, Louisville, 1907; served as mayor 
and as a member of the school board; member of the 
staff of St. Vincent's Hospital, where he died April 19, 
aged 75, of cancer of the lung. 
Fezer, Florence * Greeley, Colo.; University of Colo- 
rado School of Medicine, Denver, 1915; on the staff of 
the Weld County General Hospital; died April 11, 
aged 74, of acute coronary thrombosis. 


Flower, Ward Zephon, Minneapolis; College of Phy- 
sicians and Surgeons of Chicago, 1887; died in Island 
Park, Minn., April 23, aged 95, of congestive heart 
disease. 


Foley, Joseph Milton * Detroit; St. Louis University 
School of Medicine, 1926; specialist certified by the 
American Board of Radiology; member of the Ameri- 
can Roentgen Ray Society; fellow of the American 
College of Radiology; associated with the Grace Hos- 
pital, where he died April 29. aged 58, of coronary 
thrombosis. 


Fortner, Howard Garfield, Mount Carmel, Pa.; Jeffer- 
son Medical College of Philadelphia, 1905; died in 
the Geisinger Memorial Hospital April 28, aged 75. 


Foster, Thomas Gardner, Lieut. Commander, U. S. 
Navy, retired, New York City; University of Virginia 
Department of Medicine, Charlottesville, 1899; joined 
the U.S. Navy in 1905 and retired April 21, 1928; died 
in the British Hospital in Buenos Aires May 5, aged 
81, after having fractured his hip while aboard a ship 
on a cruise to South America. 


Fountain, Charles B., Des Moines, lowa; State Uni- 
versity of lowa College of Medicine, lowa City, 1891, 
died May 10, aged 95, of arteriosclerosis. 


Freeman, Perrin Newell * Greenfield, Mass.; Tufts 
College Medical School, Boston, 1929; specialist certi- 
fied by the American Board of Obstetrics and Gynec- 
ology; fellow of the American College of Surgeons; 
past-president of the Franklin District Medical So- 
ciety; for many years chief of obstetrics at the Frank- 
lin County Hospital; died in the Phillips House, 
Massachusetts General Hospital, Boston, May 2, aged 
54, of carcinoma of the lung. 
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Friedman, Edward Manuel, Highland Park, Ill; Ben- 
nett Medical College, Chicago, 1914; served as health 
officer for the board of health of Chicago and a staff 
physician for the Metropolitan Life Insurance Com- 
pany; died in the Highland Park Hospital May 22. 
aged 68, of coronary disease. 


, Charles Bernard * Bridgeport, Conn.; Loyola 
University School of Medicine, Chicago, 1930; for 
many years associated with St. Vincent's Hospital, 
where he was chief in the t of physical 
medicine and past-president of the staff and where he 
died May 24, aged 55, of arteriosclerotic heart disease. 


Garrett, Rhea Edward * Hartsville, Tenn.; University 
of Tennessee Medical Department, Nashville, 1910; 
died in the Vanderbilt University Hospital, Nashville. 
May 5. aged 69. of cancer. 


Gier, Wilber Joseph, San Diego, Calif.; the Hahne- 
mann “fedical College and Hospital, Chicago, 1917, 
died March 28, aged 72, of cerebral hemorrhage. 


Goldson, Vernon French * Jamaica, N. Y.; Howard 
University College of Medicine, Washington, D. C.. 
1943, member of the American Academy of General 
Practice; veteran, of World War Il and Korean War; 
associated with Queens General and Memorial hos- 
pitals; died in the Mary Immaculate Hospital, May 
17, aged 51. of pulmonary embolism, complicating 
fracture of the left tibia when he was struck by an 
automobile. 


Kennell, Lloyd Armour * San Diego, Calif.; Hahne- 
mann Medical College and Hospital of Philadelphia, 
1917; for many vears served in the regular U.S. Navy: 
died May 8, aged 68. of cerebral hemorrhage and 
arteriosclerosis. 


King, Peter * Swayzee, Ind.; Indiana Uni- 
versity School of Medicine, Indianapolis, 1923, past- 
president of the Grant County Medical Society; vet- 
eran of World War II, a director and vice-president of 
the Grant County State Bank; died in the Robert Long 
Hospital, Indianapolis, May 11, aged 58. 


King, Thomas Andrew, West Union, lowa; State Uni- 
versity of lowa College of Medicine, lowa City, 1905, 
died March 22, aged 81, of injuries received in a fall 
down stairs. 


King, William Thomas * Alimeck, Mich.; University 
of Michigan Department of Medicine and Surgery, 
Ann Arbor, 1901; past-president of the Upper Penin- 
sula Medical Society; for many years head of the 
medical staff of the local mine; served as director of 
the Keweenaw Savings Bank; died May 1, aged 85. 


Kornitzer, Ernest Franklin, Lugano, Switzerland; 
Medizinische Fakultiét der Universitit, Vienna, Aus- 
tria, 1915; for many years practiced in New York City, 
where he was associated with the Mount Sinai Hos- 
pital; died May 25, aged 68, of sarcoma of the kidney. 


Leonard, Frederick Sylvester * Dubuque, lowa; St. 
Louis University School of Medicine, 1908; formerly 
county coroner; died May 17, aged 75. 

Luke, Chester Kuhl, Alma, Ga.; Emory University 
School of Medicine, Atlanta, 1945; interned at the 
Emory University Hospital; veteran of World War I; 
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died in the Veterans Administration Hospital, Dublin, 
April 28, aged 43, of injuries received in an automobile 
accident. 


McConnell, Thomas Hugh Jr., Sulphur Springs, Texas; 
University of Texas School of Medicine, Galveston, 
1933; past-president of the Hopkins—Franklin Coun- 

ties Medical Society; died in Greenville Feb. 27, aged 
7, of coronary occlusion. 


McNamara, Thaddeus Maria Jr. * Redwood City, 
Calif.; Washington University School of Medicine, St. 
Louis, 1936; veteran of World War II; died May 3, 
aged 47, of pneumonia. 


Maness, Charles Edward, Neosho, Mo.; National Uni- 
versity of Arts and Sciences Medical Department, St. 
Louis, 1917; member of the Missouri State Medical 
Association; veteran of World War 1; died in St. John’s 
Hospital, Joplin, May 2. aged 66. 


Marshall, John Louis * Aspinwall, Pa.; University of 
Pennsylvania School of Medicine, Philadelphia, 1925; 
on the staff of the Mercy Hospital, Pittsburgh, for 
many years; died in the Pittsburgh Hospital May 6, 
aged 57, of acute pancreatitis. 


Mayo, Basil Sylvester, Dresden, Tenn.; University of 
Tennessee Medical Department, Nashville, 1905; died 
in the Veterans Administration Hospital, Memphis, 
April 20, aged 74. 


Meyer, Herman Charles, Necedah, Wis.; Rush Medical 
College, Chicago, 1917; served in France during 
World War |; health officer: vice-president of the 
Necedah Bank; died in St. Joseph's Hospital, Marsh- 
field, May 14, aged 69, of cerebral hemorrhage. 


Morehouse, Frank L., Fort Wayne, Ind.; Bennett Col- 
lege of Eclectic Medicine and Surgery. Chicago, 1898; 
died May 14, aged 85, of uremia. 


Nahrwold, Elmer William * Fort Wayne, Ind.; St. 
Louis University School of Medicine, 1932; past-presi- 
dent of the Allen County Medical Society; veteran of 
World War II, served on the staffs of the Lutheran and 
St. Joseph's hospitals and the Parkview Memorial 
Hospital, where he died May 5, aged 50, of carcinoma 
of the pancreas. 


Nance, Fuller, Baltimore; University of Maryland 
School of Medicine and College of Physicians and 
Surgeons. Baltimore, 1914; an associate member of the 
American Medical Association; also a graduate in 
pharmacy, retired medical and surgical director of the 
Baltimore and Ohio Railroad; died April 3, aged 75. 


Nevil, James Lemuel * Metter, Ga.; University of 
Georgia Medical Department, Augusta, 1914; died 
April 5, aged 75, of a heart attack. 


Newman, James Feely, Sparta, N. J.; Long Island 
College Hospital, Brooklyn, 1898; died in the Frank- 
lin (N. J.) Hospital March 24, aged 80. 


Niciphor, Ludwig, South Pasadena, Calif.; Medizin- 
ische Fakultaét der Universitat, Vienna, Austria, 1906; 
died May 4, aged 76, of cerebral embolism. 


Nilssen, Hans W. * Chicago; Chicago Medical School, 
1923; member of the staff of the Norwegian American 
Hospital, where he died April 24, aged 76, of car- 
cinoma of the urinary bladder. 


John * Berkley, Mich.; Keébenhavns Univer- 
sitet Laegevidenska belige Fakultat. Denmark, 1924; 
member of the American Academy of General Prac- 
tice; served on the school board; on the staffs of the 
Mount Carmel Mercy Hospital in Detroit and of the 
William Beaumont Hospital in Roval Oak, where he 
died April 16, aged 58. 


Paris, Anthony Charles, Buffalo; University of Buffalo 
School of Medicine, 1925; member of the Medical So- 
ciety of the State of New York, veteran of World War 
I; associated with the Millard Fillmore Hospital. 
where he died May 20. aged 61, of generalized car- 
cinomatosis. 


Parrish, William Albritton * Midland City, Ala.; Uni- 
versity of Nashville (Tenn.) Medical Department, 1909, 
served as mayor and as state senator, member of the 
board of education; died in the Dale County Hospital. 
Ozark, May 18, aged 80. 


Pirsch, Veronicka * Kenosha. Wis.; Mar- 
quette University School of Medicine, Milwaukee, 
1923; served as president of the Kenosha County 
Mental Hygiene Association; died in St. Catherine's 
Hospital May 15, aged 71, of cardiac tamponade and 
myocardial infarction. 


Popplewell, James Roscoe * Jamestown, Ky.; Univer- 
sity of Arkansas School of Medicine, Little Rock, 1935; 
died in the Kentucky Baptist Hospital in Louisville 
May 9, aged 52. 


Robins, William F., Ozan. \rk.; Memphis (Tenn.) Hos- 
pital Medical College. 1898, died in Texarkana Feb. 
25, aved 86, of myocardial failure and fracture of the 
right hip. 


Rose, Rose Minnie. Robertson. \Mlo.; Barnes Medical 
College, St. Louis, 1907; practiced in St. Louis; died 
March 12. aged 86. 


Rosenthal, Samuel Edward * Spokane. Wash.; Univer- 
sity of Oregon Medical School, Portland, 1910; veteran 
of World War 1, on the staffs of Deaconess and St. 
Luke's hospitals and Sacred Heart Hospital, where he 
died March 23, aged 69, of coronary occlusion. 


Rossano, Augusto Thomas, New York City; Columbia 
University College of Physicians and Surgeons, New 
York City, 1906; an associate member of the American 
Medical Association; veteran of World War 1; served 
on the staff of the Mother Cabrini Memorial Hospital; 
died April 3, aged 74, of arteriosclerotic and hyper- 
tensive cardiovascular disease. 


Scholer, Henry Charles * Monmouth, IIL; University 
of Kansas School of Medicine, Kansas City, Kan., 1920; 
also a graduate in pharmacy; secretary of the Warren 
County Medical Society; city health officer; during 
World War I chairman of the Selective Service Exam- 
ining Board; died April 23, aged 65, of coronary 
thrombosis. 

Sherman, Edgar Payne * New Milford, N. ].; Wash- 
ington University School of Medicine, St. Louis, 1910; 
died Feb. 7, aged 72, of cerebral hemorrhage. 
Singleton, George Washington Jr., Shelby, N. C.; 
Meharry Medical College, Nashville, Tenn., 1946; 
served an internship and residency at the Kansas City 
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(Mo.) General Hospital; on the staff of the Shelby 
Hospital; died April 30, aged 34, of burns received in 
an explosion. 


Snively, Andrew Franklin, Bryn Mawr. Pa.; Medico- 
Chirurgical College of Philadelphia, 1905; an associate 
member of the American Medical Association; died in 
Prospect Park May 23, aged 79, of myocardial infare- 
tion. 


Julius C., Youngstown, Ohio; Jefferson Medical 
College of Philadelphia, 1919; died June 1, aged 62, 
of cerebral hemorrhage. 


Stanton, Margaret Enrivht * Chicago; University of 
IHinois College of Medicine, Chicago, 1944; interned 
at the Henrotin Hospital; member of the staff of the 
Mary Thompson Hospital; died in the Illinois Masonic 
Hospital June 6, aged 43, was shot and killed. 


Twyman, Elmer Davis * Kansas City, Mo.; North- 
western University Medical School, Chicago, 1907; 
specialist certified by the American Board of Surgery; 
member of the Western Surgical Association; fellow 
of the American College of Surgeons; served on the 
staffs of the Independence (Mo.) Sanitarium and Hos- 
pital, Menorah, Research, St. Joseph, and St. Luke's 
hospitals; veteran of World War |; died April 5, 
aged 72. 


Vogelsang, Walter Alfred, Captain, U.S. Navy, retired, 
San Diego, Calif.; University of Tennessee College of 
Medicine, Memphis, 1912; fellow of the American 
College of Physicians; entered the U.S. Navy in 1916; 
retired Sept. 1, 1946; service member of the American 
College of Physicians; died Feb. 27, aged 69, of peri- 


tonitis and perforated ulcer. 


Walker, Melville Frederick * Dillsboro, Ind.; Eclectic 
Medical College, Cincinnati, 1917; veteran of World 
War |; died in Fort Thomas, Ky., April 3, aged 62, of 
acute myocardial infarction. 


Watts, John Jennings, Detroit; Detroit College of 
Medicine and Surgery, 1915; an associate member of 
the American Medical Association; veteran of World 
War |; member of the staff of Providence Hospital, 
where he died May 3, aged 64, of arteriosclerosis. 


Weil, Harry Joseph * Indianapolis; Medical College 
of Indiana, India»apolis, 1905; veteran of World War 
1; died May 17, aged 76. 


Weissman, Max, New York City; Columbia University 
College of Physicians and Surgeons, New York City, 
1903. died in the Mount Sinai Hospital April 21, aged 
77, of myocardial insufficiency and arieriosclerotic 
heart disease. 


Werlich, Richard Eugene * San Diego, Calif.; Rush 
Medical College, Chicago, 1915; veteran of World 
War I, died May 21, aged 67, of cerebral hemorrhage. 


Willis, Thomas Leo, Mangum, Okla.; University of 
Tennessee Medical Department, Nashville, 1909; died 
April 26, aged 77, as the result of a fall. 


Wilson, Harold San Francisco; Northwestern 
University Medical School, Chicago, 1904; at one time 
practiced in Fallon, Nev., where he was county health 
officer; died April 15, aged 77. 
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FOREIGN LETTERS 


BELGIUM 


Dryness of the Mucous Membranes.—At the meeting 
of the Belgian Gastroenterological Society in February, 
Weill reported a series of seven patients (six women 
and one man) with dryness of the mucous membranes 
Sheree: syndrome). This syndrome is characterized 

by deficiency of tears associated with secondary 
lesions of the conjunctiva and cornea, deficiency of 
saliva, dryness in the nose and throat associated with 
a typical cough, and. 1 the syndrome is in an advanced 
stage, hoarseness. Microscopic examination reveals 
atrophy of the secretory glands. Deficiency of secre- 

tion (achylia) was also found in the stomach and 
pancreas. A decrease of the intestinal secretion is 
manifested by constipation, perianal pruritus, and con- 
gestion of the hemorrhoidal vessels. The syndrome is 
most frequently associated with rheumatic arthroses. 
The cutaneous symptoms include dry skin, brittle 
hair, and keratosis around the hair follicles. The dis- 
ease occurs chiefly in women and seems to become 
manifest in the menopausal period. All the patients in 
this series had had dryness of the mucous membranes 
of long duration. The author pointed out a new symp- 
tom, typical of this disease: the characteristic aspect 
of the rectal mucosa covered with patches of adherent 
feces. This was observed only when there was no 
previous preparation or enema. The treatment is 
symptomatic and includes cervical sympathectomy, 
parasympathomimetics, electrocoagulation of the out- 
lets of the lacrimal canaliculi, artificial tears, and 
various vitamins, but the results are disappointing. 
The author, however, obtained excellent results with 
a combination of larger doses of vitamin A and oxa- 
propanium iodide. Under its action perspiration, defe- 
cation, and lacrimation were restored. 


Aortic Catheterization.—At the meeting of the Belgian 
Radiological Society in February, Bonte, Riff, and 
Spy reported on the angiographic possibilities offered 
by aortic catheterization. This procedure gives a selec- 
tive opacification of a certain area. Its advantages are 
excellent contrast, the use of a small amount of con- 
trast medium, ease of interpretation of the findings, 
ease of repetition, and low toxicity. In 1931, Dos 
Santos showed three possible routes for the puncture 
of the abdominal aorta. At present, even the thoracic 
aorta may be punctured, but the route most commonly 
used by the speaker is the femoral artery. The mas- 
toid area can be reached with the aid of a polyethyl- 
ene tube. Catheterization in the area of the femoral 
artery aids in the study of tumors of the true pelvis 
or uterine cervix and for placentography; that of the 
renal area is useful for study of vascularization of 
the kidney. The method is useful also in the study 


The thoracic aorta can be reached by a longer tube. 
There are several methods for opacifying the thoracic 
aorta: 1. Intravenous injection requires a large trocar 
and rapid injection. 2. Injection can be made by coun- 
ter-flow into the left brachial artery or, with the aid of 
an elbowed tube, into the radial artery and can reach 
the aorta or one of its branches. This requires the use 
of an apparatus capable of developing pressures up to 
8 kg. In fact, the increased pressure at the level of the 
aorta, measured with the aid of another tube intro- 
duced through the femoral artery and attached to a 
manometer, is only one-half an atmosphere. Injection 
into the coronary arteries must be avoided. The cathe- 
ter, introduced through the femoral artery and pushed 
far enough, penetrates generally into the subclavian 
artery and reaches even the vertebral artery. If it does 
not penetrate directly, a change in the position of the 
patient may help. This allows the selective injection 
of the vessels of the posterior fossa and complements 
pneumography in the diagnosis of certain tumors, 
especially vascular tumors of this area. 


Bone Lesions in Leukemia.—At the meeting of the 
Belgian Radiological Society in March, Haesendonck 
called attention to two types of bone lesions encoun- 
tered in the roentgenograms of children with leukemia. 
These are either destructive lesions (such as general- 
ized osteoporosis, osteolytic foci, and metaphysial 
lesions) or productive lesions (such as the foci of 
osteosclerosis or periosteal reactions). These lesions 
are not modifications of leukemia but rather the ex- 
pression of a disturbance of the ossification mechanism 
due to the infiltration of pathological leukocytes into 
the bone marrow. These changes are mostly found in 
the long bones. The transverse osteoporotic bands, 
localized in the metaphysial area, previously attrib- 
uted to other causes, are frequently seen. Their extent 
progresses with the course of the disease but seems to 
be reversible. Of 39 children, 15 showed bony lesions 
and were retained in the hospital. 


BRAZIL 


Myocardial Lesions in Schistosomiasis.—Dr. Humberto 
Menezes (Anais da Faculdade de medicina da Uni- 
versidade do Recife, Dec. 16, 1956) was unable to 
find any correlation between infestation with Schis- 
tosoma mansoni and diffuse myocarditis. In the 
patients with schistosomiasis who also had Fiedler's 
mvocarditis, the cardiac condition was usually due 
to syphilis, American trypanosomiasis, or some other 
demonstrable cause. True schistosomal myocarditis is 
a very rare focal lesion caused by the deposition of 
ova in the myocardium or the necrotic action of dead 
worms in branches of the coronary vessels. Of 100 
autopsies of patients with Manson's schistosomiasis, 
25% showed diffuse lymphocytic infiltration of the 


myocardium, and only two lesions were produced by 
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schistosomal ova. Of 108 patients who did not have 
schistosomiasis, leukocytic myocardial infiltration was 
present in 26 (23.8%). 


Cancer of the Large Intestine.—From January, 1940, 
to August, 1956, 150 patients (93 women and 57 men ) 
were admitted to the Instituto de Cancer with cancer 
of the large intestine; 7 had cancer of the colon and 
143 rectal lesions. All lesions were proved to be 
malignant bv histological examination. All were 
carcinoma except one which was a melanoma of the 
rectum. Adenocarcinoma represented 70% of all cases. 
Undue delay in making the diagnosis and/or starting 
the indicated treatment was noted in 41.4%. When a 
surgical specimen was obtained (57 cases), there 
was found in 40% a divergence on histological grada- 
tions between that and the biopsy specimen. This 
material was presented by Dr. Amador Campos before 
the Brazilian College of Surgeons. Most of the lesions 
were far advanced when first seen, 42% were in- 
operable. The operability rate rose from 48% to 74% 
in the last two-vear period of the study. The colon or 
rectum was resected in 62 cases; three of these opera- 
tions were palliative. The Miles operation was per- 
formed in 36 cases and colectomy and anterior 
resection of the rectum in 12. In nine patients with 
rectal cancer, a radical pelvic lymphadenectomy was 
performed along with the Miles operation. The inferior 
mesenteric artery was ligated as high as possible in 
all of these nine pxtients; three of them were found 
to have pelvic lymph nede involvement. In five pa- 
tients Babcock’s operation was performed, and in one 
the operation of d'Allaines was attempted. This pa- 
tient and all but one of those underwent Babcock’s 
operation had poor results as far as sphincter control 
was concerned, The operative mortality was 25%, due 
chiefly to the poor general condition of the patients 
and to the advanced stage of the lesions. 


INDIA 


Influenza Control.—Influenza is now a reportable dis- 
ease in all the states, and the state health authorities 
have been asked to inform the central government if 
they need any assistance in controlling the disease. 
The director of the All India Institute of Hygiene and 
Public Health, Calcutta, has been asked to make an 
epidemiologic study of the present epidemic in Cal- 
cutta. Influenza vaccine is under production by the 
government. In the city of Madras the disease was 
steadily on the decline during the week ending June 
15, though the daily incidence in the state still re- 
mained high. In Bombay state 44.257 cases and 52 
deaths had been reported on June 14; of these, 6,101 
cases and 50 deaths were from Bombay city. The dis- 
ease was rapidly declining in Bombay city but was 
spreading in other towns. In West Bengal a number 
of districts had reported cases of influenza, though 
outside Calcutta the number was few. In Calcutta city, 
also, the incidence is reported to be decreasing. Of the 
6,625 cases and 45 deaths reported up to June 15, 
4,057 cases and 45 deaths occurred in Calcutta city 
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alone; in the next two days, 1,100 cases and 18 deaths 
were recorded in the city. The epidemic in that state 
has passed its peak. 

The epidemic had affected some 425,000 people and 
claimed 200 lives up to June 22. It was generally re- 
ceding in almost all parts of the country. The metro- 
politan areas of Bombay, Madras, Calcutta, and Delhi 
were most severely affected. Most of the deaths re- 
ported were from these cities. 


Tuberculosis.—C. G. Pandit ( Licentiate 6:12 [March] 
1957) says that tuberculosis is a major public health 
problem in India, being second only to malaria. The 
Health Survey and Development Committee estimat- 
ed, in 1954, that about 2,500,000 persons were suffer- 
ing from active tuberculosis and that there were about 
500,000 deaths a vear from this cause. A minimum of 
500,000 hospital beds and about 4,000 tuberculosis 
clinics are needed, The approach to the control of 
tuberculosis at the time these recommendations were 
made by the council was chiefly defensive in nature 
and was conceived in terms of isolating and treating 
active cases of tuberculosis in institutions. The advent 
of effective antituberculosis drugs and the increasing 
evidence of the value of BCG vaccination make it 
possible to adopt positive methods of prevention on 
a large scale. Toward this end, a nationwide 
vaccination program was undertaken in 1951. It is 
hoped to complete vaccination of all nonreactors 
among India’s estimated 170 million susceptible peo- 
ple by 1960, Concurrently, the antituberculosis drugs 
will be used on a mass scale. 

A systematic survey of the incidence of pulmonary 
tuberculosis in the various cross-sections of the pop- 
ulation was begun in 1956 on a countrywide basis by 
means of mass x-ray and bacteriological examinations. 
Investigations on the age of patients at the time of 
primary infection have also been undertaken. A 
scheme for evaluating the different procedures used 
in BCG vaccination and collecting data on postvac- 
cination tuberculin sensitivity is under way. The coun- 
cil is supporting studies on chemotherapeutic control 
of tuberculosis under controlled hospital conditions. 
The appearance of drug resistance in such treated 
cases and the virulence of resistant organisms to 
guinea pigs are also being studied. Because the isola- 
tion and treatment of every patient with active tuber- 
culosis is not practicable, the importance of providing 
adequate treatment in the patient's home cannot be 
overemphasized. A study of domiciliary treatment has 
been undertaken in collaboration with the British 
Medical Research Council and the World Health Or- 
ganization. Fundamental studies on the mechanism of 
drug resistance, metabolic requirements of tubercle 
bacilli, and the role of malnutrition on the host-para- 
site relationship in tuberculosis are being carried out. 
Substantial improvements in living standards in the 
near future should alter the pattern of morbidity. 


New Anticonvulsant Drugs.—M. L. Gujral and Co- 
workers (Indian J. M. Res. 45:2 [April] 1957) tested a 
series of 2,3-disubstituted quinazolones for their hyp- 
notic effects and toxicity. As some of them were also 
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anticonvulsants, their quantitative assay in comparison 
with phenobarbital sodium and diphenylhydantoin 
sodium was performed by pentylenetetrazol ( Metra- 
zol) seizure threshold tests and maximal electroshock 
seizure tests in rats. Groups of 30 animals were tested 
with various dosages of three drugs. QZ-2( 2-methyl- 
3-orthotolyl-4-quinazolone ) was the most potent anti- 
convulsant of the drugs tested. It was superior to 
phenobarbital against pentylenetetrazol-induced seiz- 
ures and had 80% of the potency of diphenylhydan- 
toin against maximal electroshock seizures. QZ-1(2- 
methyl-3-phenyl-4-quinazolone ) and QZ-4( 2-ethyl-3- 
nyl-4-quinazolone ) were weaker than phenobarbi- 
tal and diphenylhydantoin, but both of them also pro- 
tected against both types of seizures. 


Sedimentation the Nephrotic Syndrome.—N. R. 
Konar (J. Indian M. A. 28:11 [June 1] 1957) stated 
that the nephrotic syndrome may show natural re- 
missions and relapses. Various criteria have been put 
forward to determine whether the remission in a par- 
ticular patient is permanent. The author observed 12 
patients in whom, in addition to the usual tests, the 
sedimentation rate was determined by the Westergren 
method. If the reading was more than 100 mm. in the 
first hour, this figure was used; otherwise, half of the 
total of the first-hour reading plus half of the 
second-hour reading were taken as the sedimentation 
rate. No correction was made for anemia. In all the 
cases observed, the sedimentation rate was raised and 
remained raised as long as edema, albuminuria, and 
hypoalbuminemia were present. Some patients who 
appeared to be healthy were shown to be still in the 
active stage of the disease by this test. The hypo- 
albuminemia is probably responsible for the increase 
in the sedimentation rate, although the associated 
slightly raised globulin content of serum and the hy- 
percholesterolemia may be contributory. In addition 
to the examination of the urine and chemical analysis 
of blood, this test should be carried out to assess the 
activity of the nephrotic syndrome. 


New Hospitals for Railwaymen.—Thirteen new hospi- 
tals and 75 dispensaries for the exclusive benefit of rail- 
waymen will be opened in different parts of the 
country during the second Five-Year Plan. This will 
bring the total number of hospitals and dispensaries 
for railwaymen to 93 and 500 respectively. This means 
an addition of 1,600 hospital beds for railwaymen, or 
a 45% increase over the present number. All such 
hospitals and dispensaries are open also to the families 
of railway employees. Special arrangements are also 
being made by the railway board for extending medi- 
cal facilities to railwaymen and members of their 
families suffering trom tuberculosis. Special annexes 
to existing sanatoriums will be built for the exclusive 
use of railway employees. 


Human Milk Proteins.—J. N. Pohowalla and co-work- 
ers (Indian Journal of Child Health, April 1, 1957) 
state that malnutrition in children is widely prevalent 
in India; 53% of the patients admitted to the pediatric 
wards of a hospital in Indore were below 65% of their 
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expected weights, and severe states of malnutrition 
were present in 5%. Infantile cirrhosis of the liver is 
also common; 6.5% of the patients admitted to the 
pediatric wards in the last six years showed evidence 
of this disease. A history of these children revealed 
either prolonged breast feeding without supplemen- 
tary foods or partial or complete stoppage of breast 
feeding with a grossly insufficient intake of animal 
proteins, The dietetic history of mothers of these 
children also showed a habitual low-protein intake. 
The amount of breast milk protein in the mother may 
thus be so adversely affected as to produce a state 
of protein undernutrition in the infant. The authors 
analyzed for protein content human milk samples from 
mothers of 22 children with severe states of malnutri- 
tion and infantile cirrhosis of the liver. Samples from 
14 other mothers of the same socioeconomic class were 
analyzed as a control, Milk was collected by breast 
pump over a 24-hour period. The values obtained 
ranged from 0.33 to 1.53% in mothers of malnourished 
children and children with infantile cirrhosis, while 
it was 0.52 to 1.78% in the controls. The mother’s milk 
was the only source of animal protein in most of the 
afflicted children. The children in this series, as a 
whole, were receiving a very low amount of protein 
per kilogram of expected body weight as a result of 
intake of milk which was poor in quality and quantity. 
The diet of the mothers was totally lacking in animal 
proteins and deficient in calories. A low-protein con- 
tent of human milk under such conditions may 
duce protein deficiency states in infants and may oa 
factor in the production of infantile cirrhosis. 


SWEDEN 


Hypercholest ia.—The syndrome of hypercholes- 
teremia, xanthomatosis, and angina pectoris is recog- 


nized so often that it must now be rated as a common 
disease. Welin and Cramer ( Nordisk medicin, May W, 
1957) report a series of 58 patients seen within 26 
months. Most of the patients had serum-cholesterol 
levels between 300 and 400 mg. per 100 ml, Only one 
of the 24 male patients had less than 300 mg. per 100 
ml. Of the 58 patients, 32 had xanthomas in their ten- 
dons, chiefly the tendons of the fingers. Most of the 
patients sought medical aid because of angina-like 
disturbances, which tended to be more severe and to 
begin earlier in life in male than in female patients. 
Women predominated in this series, because they seek 
medical aid earlier than men for diffuse cardiac symp- 
toms. A frequent concomitant manifestation, of bad 
prognostic significance, was arcus senilis observed in 
15 men and 11 women. Xanthelasma, on the other 

. Was more common among women than among 
men, the ratio being 16:10. Several of the patients 
sought medical aid because of ill-defined symptoms 
such as headache. The combination of headache with 
vague symptoms of angina pectoris had often led to 
the diagnosis of psychogenic disease before the current 
diagnosis was made. None of the patients was quite 
free from precordial pain, and most of them suffered 
from effort-angina. The clinical findings did not always 


a 
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coincide with classic angina pectoris, and frequently 
the pain did not develop till the evening or during the 
night. In 34 patients there was a history of infarction 
or such severe pain that no work could be done. Posi- 
tive electrocardiographic findings at rest were record- 
ed in 29 patients. The disease may now be regarded 
as a well-defined clinical entity with a bad prognosis. 
During the period under review, two of the patients 
died suddenly with signs of myocardial infarction. 


Identification Cards for Epileptics.—The Swedish Na- 
tional League for the Care of Epileptics, founded in 
1954, has promoted education of the public in matters 
concerning epilepsy by means of lectures and other 
activities. This body is affiliated with the International 
League Against Epilepsy and has cooperated with the 
British League Against Epilepsy in issuing an identity 
badge and an identity card for epileptics. The badge in 
blue and white enamel has the emblem devised by the 
British league. The epileptic who is liable to seizures 
or unconsciousness can wear this badge on the lapel of 
his overcoat. During a seizure, a passer-by is guided 
by this emblem, which sets him looking for the epi- 
leptic’s identity card on which there is a printed state- 
ment to the effect that its wearer is liable to loss of 
consciousness and convulsions lasting so many minutes. 

passer-by is warned not to send for a physician 
or ambulance unless the seizure fails to pass off. 


Incidence of Diseases.—The issue by the 
health authorities of a report on the infectious diseases 
reported in 1956 shows once again how the relative 
numerical importance of such diseases varies greatly 
from year to year. In 1956 scarlet fever made up about 
9,000 of the total of 13.100 communicable disease cases 
reported, The corresponding figures of 1955 for scarlet 
fever was 7,600, and in 1954 was only 5,500. The figure 
for 1956 gives a rate of 124 cases of scarlet fever per 
100,000 inhabitants. No cases of diphtheria were re- 
ed in 1956, whereas the average was 433 cases year- 
during the 10-year period 1945 to 1954. In 1956 
only 248 paralytic cases and 301 nonparalytic cases of 
jliomyelitis were reported. This contrasts with the 
re of 5,090 cases reported in the record year of 
1953. Only 25 cases of typhoid, 67 cases of dysentery, 
and 3 of undulant fever were reported in 1956. There 
were 46 cases of tularemia and 2,051 of epidemic 
hepatitis. The latter figure compares favorably with 
the 11,736 cases reported in 1948. The cases of epi- 
demic hepatitis reported in 1956 include the 629 pri- 
mary and 100 secondary cases traced to infected 
oysters. 


UNITED KINGDOM 


Postoperative Infection.—Lunt and co-workers ( Lancet 
1:1240, 1957) reported a comparatively high rate of 
postoperative infection in a large hospital in Sheffield. 
After 651 major gynecologic operations, some per- 
formed before and some after improved operating 
room and ward facilities had been provided, the total 
infection rate was 48%. The operations were mainly 
total hysterectomy, pelvic-floor repair, vaginal opera- 
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tions involving opening of the peritoneal cavity, and 
gvne inal operations other than total 
hysterectomy. A patient was considered to be infected 
if there was evidence of pyrexia, wound sepsis, sec- 
ondary hemorrhage, paralytic ileus, or thrombophlebi- 
tis or if chemotherapy was considered necessary. There 
were many urinary infections, and, if these and respira- 
tory infections were excluded, the incidence of 
infection fell from 48 to 28%. The incidence of frank 
suppuration was 12%. Even after the provision of 
improvements such as better ward spacing and a 
separate operating room for gynecologic cases, the 
sepsis rate was not lowered. Local sepsis could be 
accounted for, because all surgical wounds were 
dressed in the open ward. It was concluded that 
postoperative sepsis could be reduced only by provid- 
ing more cubicle-type wards and better isolation fa- 
cilities for infected patients. A built-in air-suction 
system should be provided in all new hospital con- 
struction. Other control measures include the use of 
bactericidal aerosols and the sterilization and oiling 
of blankets, screens, and floors in surgical wards to 
cut down bacterial contamination of dust. Positive- 
pressure ventilation of operating rooms and wards 
with filtered air and rigorous attention to the steriliza- 
tion of instruments, gowns, gloves, solutions, and con- 
tainers in the operating room were also advocated. 


Early Exposure to German Measles.—Dr_ Charles Ste- 
vens, a director of the National Spastic Society, said 
that he intends to insure that his five daughters catch 
German measles this summer. He will invite a child 
with the illness to stay at his home because the dis- 
ease does no harm to children and confers a lasting 
immunity. On the other hand, women who contract 
German measles during pregnancy are likely to give 
birth to spastic children. Dr. Stevens’ wife is in favor 
of her husband's plan. It was a mutual decision in 
an attempt to prevent congenital defects (such as 
deafness) and ocular, cardiac, and cerebral abnor- 
malities in any grandchildren they may have. 


National Formulary.—The General Medical Services 
Committee, together with other branches of the pro- 
fession, has prepared a new National Formulary. It 
is the official formulary, together with the British 
Pharmacopoeia and the British Pharmaceutical Codex. 
It has taken two and one-half years to prepare the 
new edition. In compliance with requests, a new ven- 
ture in the form of a pharmacological classification in 
English and largely in the metric system was incor- 
porated. Its financial success is already assured be- 
cause there have been large orders from overseas. 


The National Health Service.—The two letters quoted 
below are taken from the British Medical Journal of 
June 15, 1957, and show two facets of the effect of 
the National Health Service. 

While conducting a village surgery, a Hungarian refugee who 
had been in this country since February came to me and wished 
me to let her have a prescription for “serpasil.” She thereupon 
showed me an ancient prescription, the only word of which was 
legible being the name serpasil. | could find no suspicion of 
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blood pressure and with great difficulty made her understand 
tha: she was not getting the prescription. She then showed me 
an old photograph, which I guessed was that of her 
mother, who in fact needed the serpasil. I then got hold of her 
husband, who spoke a few words of English, and with his help 


mother to send her Hungarian prescription over here, hence the 
difficulty in deciphering it. 
been able to send monthly supplies of the drug at a shilling a 
time to her mother. Also three pairs of elastic stockings and 


does not pay. 
Vincent Grantham 


wants to know more about our “working 
load” Perhaps the records of one single-handed country doctor 
may interest him. I have a list of a little over 2,000. In the 
period January 1 to May 31, 1957, a period without a major 
epidemic, 869 individuals consulted me; I paid 1,250 visits and 
held 2,392 consultations in the surgery, a total of 3,642 items 
of service. Many of my colleagues with big lists in smoky cities 
must have done twice as much. How would other professions 
feel about this sort of “work load”? I cannot imagine a solicitor 
conducting 3,642 interviews in five months, being continuously 
on call and liable to a complaint and a fine if his clients were 
not satisfied with his efforts. Yet in medicine, as in law, good 
advice is not given by tired men in a hurry. Under the National 
Health Service, to make a living general practitioners must take 
on more work than they can properly do. It is not merely that 
there is no incentive to better work; we are forced to do second- 
rate medicine so that we can afford to bring up and educate 
our families. This is the prostitution of an honourable profes- 
sion, I like to feel that my patients can consult me with no 
financial barriers between us, and gladly suffer the ninety-nine 
trivial complaints that must be heard so that the one serious 
condition is brought to me in an early stage while it is still 
curable. But the system breaks down when the doctor is too 
busy to give the time to those that need it. The British public 
is getting its family doctors on the cheap and the public suffers 
from the system as much as do the doctors. Good medical care 
is not bought at cut prices. If the Government cannot afford to 
pay us the proper rate for the job it is not fit to employ a 
learned profession into whose hands is entrusted the health of 
the people. 

R. P. C. Handfield-Jones 


Cost of Drugs.—Despite the increase, on Dec. 1, of 
prescription charges to 14 cents for each item, the Na- 
tional Health Service drug bill continues to rise. The 
total cost of medicines in England last year, apart 
from those given to hospital patients, was $141,500,- 
000. The total number of prescriptions was 212,750,- 
000, and the average cost of a prescription rose from 
about 60 to 67 cents. 


Poliomyelitis Increasing.—The number of cases of po- 
liomyelitis reported in the 24 weeks ending June 15 
was 1,165. The corresponding figures for 1955 and 


that he had acted on expert medical advice when he 
failed to import poliomyelitis vaccine and that he did 
not intend to relax the strict controls and tests on the 
vaccine imposed by both the manufacturers and the 
medical research council. Enough British vaccine was 
issued to give two injections to over a million chil- 


1956 were 446 and 689. The Minister of Health said - 
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dren. The decision to offer vaccination next to children 
born in 1955 and 1956 was made, because the younger 
children are most susceptible to the disease. 


Medical Use of Hypnotism.—If something is to be 
done about the enormous number of psychoneurotics 
in our population, according to Alexander Kennedy 
(Brit. M. J. 1:1317, 1957), it may be that our ther- 
apeutic sights should be lowered and that we should, 

most patients, have a more concrete aim of re- 
lieving symptoms and making the patient happier and 
of less trouble to and less dependent on his fellowman. 
If these are the objectives, shorter methods necessarily 
have a place, not as substitutes but as therapies in 
their own right, and, in this briefer and more phy- 
sician-dominated treatment, hypnosis may have a large 
part to play. Among the uses of hypnosis in psycho- 
logically healthy subjects, Kennedy lists high its use 
as an analgesic in childbirth. In his experience, labor 
appears in no way delayed by hypnosis and the pa- 
tients seem better able to relax and cooperate. There 
is no danger of fetal anoxia and the mother is free 
to enjoy the ecstatic experience of labor well done 
and the arrival of a new child. 


WORLD HEALTH ORGANIZATION 


World Health Assembly.—The 10th World Health 
Assembly was held in May in Geneva. Seventy-five of 
the 88 member and associate member states attended. 
Delegations were sent from four countries ( Albani>. 
Bulgaria, Poland, and the USSR) that recently re- 
sumed active participation in WHO. At the end of 
the session, Rumania announced that it would resume 
active participation in WHO. Members still remaining 
inactive are Czechoslovakia, Hungary, the Ukraine, 
and Byelorussia. Dr. Paul F. Russell, of the Rocke- 
feller Foundation, was awarded the Darling Founda- 
tion medal and prize “for outstanding achievement; 
in the control of malaria.” The World Health Assembly 
ed unanimously an invitation to meet next year 
in the United States where it will also hold a special 
session to celebrate the 10% anniversary of WHO. 
Review of 1956 Activities.—The Director-General's 
report on the work done in 1956 indicates that WHO 
participated last vear in nearly 700 health projects in 
120 countries and territories and granted 883 fellow- 
ships to health workers. Molaria eradication was one 
of WHO's main concerns during that period. In the 
mass campaigns against endemic syphilis and yaws, 
55 million people were examined and 16 million 
treated with penicillin by the end of 1956. Mass BCG 
vaccination campaigns against tuberculosis continued, 
with the help of UNICEF, and the large-scale use of 
antituberculosis drugs as a public health measure was 
carefully studied. New developments in the fight 
against leprosy, rabies, trachoma, and poliomyelitis 
were reported. Great emphasis is given in the report 
to WHO's efforts to improve public health administra- 
tion and to help strengthen national health services in 
the fields of sanitation, health education, maternal and 
child health, nutrition, and professional training. 


elicited the following information. The woman and many others 
like her had, since their arrival in this country, found our 
National Health Service a minor gold mine. She had got her 
other items. They told me that there was nothing unusual in 
this. Many refugees did it... . | may add that she was not 
even registered with any doctor. | wonder how many others 
the Health Servic 
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Malaria Eradication: After the decision, taken by 
the eighth World Health Assembly in Mexico City 
in 1955, to abandon piecemeal attempts to control 
malaria in favor of a determined and concerted effort 
on all continents to wipe out the infection before 
mosquitoes have time to become resistant to the in- 
secticides currently used, a special world malaria fund 
was created to receive voluntary contributions from 
governments and private sources and to supplement 
WHO activities under its regular budget. So far, volun- 
tary contributions have been received amounting to 
$123,800. The director-general stressed that the fund 
“has unfortunately received very little support so far 
and the meagre funds available are quite inadequate 
for the purpose.” Eradication has been achieved in 
10 countries or territories, is under way in 15, and has 
been initiated or planned in 38. The total population 
of these 63 countries is 1,211 million, or almost halt 
the population of the world. 

Atomic Energy and Health: WHO's program in the 
field of atomic energy and health can be summarized 
under five main heads: (1) training of health physi- 
cists and medical personnel, (2) collection and distri- 
bution of information on the medical problems of 
atomic energy and the medical uses of radioisotopes. 
(3) study of the health problems involved in disposal 
of radioactive wastes, (4) distribution of radiation 
standards in collaboration with other international 
agencies, and (5) stimulation and coordination of 
research. 


New Strain of Influenza Virus.—According to in- 
formation received (WHO Weekly Epidemiological 
Record, no. 22, May 29, 1957) from the World In- 
fluenza Center, London, a new strain of influenza 
virus A has been discovered in samples received there 
from Singapore, where a widespread epidemic of mild 
influenza was affecting an estimated 10% of the popu- 
lation early in May. It is thought probable that this 
same virus has been responsible for the epidemics 
reported from Hong Kong (where 15 to 20% of the 
population was affected at the end of April), Taiwan, 
the Philippines, Cambodia, Malaya, Indonesia, Sara- 
wak, and North Borneo. No deaths have occurred 
except possibly in Manila, where, among the 800 
cases reported since the beginning of May, 14 deaths 
were ascribed to influenza, and in Singapore, where 
a few deaths were also ascribed to the disease. Con- 
firmation of the cause of these deaths was not avail- 
able. The strain of the virus isolated in Singapore is 
described by the World Influenza Center as a new 
antigenic variant of type A differing in several respects 
from recently isolated strains. It has other unusual 
properties as shown by its behavior in the laboratory. 
In view of this, it is thought possible that existing 
influenza vaccines will not give satisfactory protection. 
Studies are in progress regarding the suitability of 
the new strain for vaccine production. A report from 
Singapore describes the disease as starting with severe 
headache and general pains. The temperature ranged 
from 101 to 103 F (38.2 to 39.4 C) for two or three 
days followed by disability of the patient for about 
four days. 
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The history of the recent influenza epidemics in the 
Western Pacific region begins with a report received 
on May 3 of a mild but widespread outbreak in Hong 
Kong and a similar report the next day from Singapore. 
In both places, the epidemics were subsiding by the 
middle of May. In Taiwan, there were over 100,000 
cases in the first 10 days of May, while 800 cases, 
involving 60% of the population, were reported from 
Manila up to May 17 and 153,000 were reported by 
May 29. In Cambodia, influenza outbreaks have been 
reported throughout the country since May 20. In 
Malaya, 80,000 cases were reported up to May 18. On 
May 24, the presence of the epidemic was reported in 
Sumatra and Java, and a report dated May 18 indi- 
cated that the epidemic had reached Kuching and Sibu 
in Sarawak. Reports received on May 29 from North 
Borneo mentioned over 2,000 cases up to May 27. It 
was reported on May 17 that a ship arriving in India 
from Singapore had 44 patients with influenza on 
board; 260 passengers recovered from attacks during 
the vovage. There were no deaths. Influenza type A 
virus was isolated in Australia from patients with mild 
influenza among aircraft passengers recently arrived 
from Europe via Singapore. 


Health of City Children.—Health problems of city 
children, particularly in rapidly growing countries 
where industrialization is starting, are reported as 
serious, and international assistance is needed to cope 
with this situation. This was one of the recommenda- 
tions of the joint committee on health policy of 
UNICEF and WHO, which held its 10th session in 
Geneva in May. So far, the two organizations have 
given major emphasis to the development of mother 
and child health services in rural areas, but the situa- 
tion existing in cities and towns, in this respect, is 
giving rise to grave concern. The municipal authorities 
are frequently incapable of providing suitable housing 
and health and social facilities for the influx of new- 
comers and often receive no assistance from their gov- 
ernments. The new part of the population is often 
crowded into fringe areas skirting the cities and lives 
under hygienic conditions worse than those existing 
in the villages. There are no opportunities for the 
families to produce their own food. There is likely to be 
greater overcrowding as well as lack of sunshine and 
fresh air. The mothers, not having understanding, 
acquire a sophistication, often of a harmful sort; they 
tend to use inadequate quantities of patent infant 
foods and, in general, tend to give up traditional ways 
of feeding and caring for children. 

A pediatrician who studied large groups of children 
in a rural area and in an urban slum in an Indian city 
found that the prevalence of intestinal worms, rickets, 
tuberculosis, diphtheria, whooping cough, and severe 
malnutrition were greater among the urban than 
among the rural group. These and other serious health 
problems among children living in crowded city areas 
are reported from all parts of the world. The relative 
health status of children living under such circum- 
stances varies from country to country. In many cases 
it is likely to be found that services directed to solve 
such problems are just as deserving of international 
support as services to rural areas. 
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EPILEPSY AND THE WISCONSIN 
DRIVER'S LICENSE LAW 


To the Editor:—During the past 10 years the division 
of nervous and mental diseases of the commission on 
state agencies of the Wisconsin State Medical Society 
has waged a vigorous campaign to eradicate archaic 
and discriminatory laws. These statutes pertaining to 
outmoded regulations on commitment and restrictive 
legislation run the gamut from the insane to the epi- 
leptic. In the light of medical progress in the past 
25 years there appears to be an anachronistic situation 
in which social progress has not kept pace with med- 
ical advances. 

Persons with well-controlled epilepsy constitute 
about 70% of the total epileptic population. Despite 
such a person's cood response to medical care, he was 
brought face to face with the stark realization that he 
had to combat a whole host of discriminations. This 
included fields of education, employability, driving a 
motor vehicle, marriage, sterilization, and even com- 
mitment to mental hospitals or colonies for the feeble- 
minded, The physician has done his job quite well, 
but he himself was frustrated by the attitude of society 
toward his “well” patient. 

We in Wisconsin felt that the first attack on dis- 
criminatory legislation should be directed toward the 
driver's licensing law, since until 1949 no person who 
had epilepsy could drive a car under any circum- 
stances, With this as a primary goal and with the ex- 
cellent support of the Wisconsin State Medical Society, 
we proposed a bill in 1949 to allow the person with 
controlled epilepsy to drive a motor vehicle, with 
certain provisions, This legislation was written into 
the statutes of the state of Wisconsin at that time, as 
the first of its kind in the United States. 

The provisions of the law are as follows: When the 
epileptic can present medical certification that he has 
been completely free of attacks for two years he can 
obtain a driver's license, renewable every six months, 
upon application to the motor vehicle division. Med- 
ical forms are sent to him to be filled out by his 
physician attesting to the fact that his condition has 
been completely controlled for over two years. This 
license is automatically renewable every six months 
upon application and medical certification that the 
patient's condition has remained under complete con- 
trol during the previous six months. This license does 
not differ in any way from the license issued to normal 
drivers. A second provision of the law applies to those 
whose epilepsy has been controlled less than two years 
but more than one year. In this category the patient 
can apply to have his case reviewed by a medical ap- 
peal board which consists of two physicians who have 
a special interest in epilepsy and a representative of 
the motor vehicle department. He must be present at 


the appeal hearing, at which time the board considers 
the physician's report, the stability of the applicant, 
his need to drive a car, and the facts that he is under 
medical care and that he appreciates the responsibility 
of a license to drive a motor vehicle. If approved by 
the medical appeal board, the license is issued as in 
the first instance. 

Eight years have passed since the enactment of the 
epileptic driver's law. This effective legislation made 
the medical society receptive to changes in other dis- 
criminatory legislation. We were able to repeal the 
laws concerning sterilization and marriage. The phy- 
sician does not have to report epilepsy to the depart- 
ment of health. Finally, we have been able to divorce 
the epileptic from the mentally deficient, the imbecile, 
and the insane. All epileptic patients who were in- 
carcerated in mental hospitals, colonies for the feeble- 
minded, or jails who were not mentally ill, or mentally 
retarded, or had not committed a felony have been 
discharged. There are no discriminatory laws concern- 
ing epilepsy in the statute books of the state of Wis- 
consin. The number of people admitting to epilepsy on 
the initial request for a driver's license has shown a 
marked increase, indicating confidence in the law. 
Most striking and dramatic is the fact that there has 
been only one accident reported in this group with 
special licenses, and after review it was found that this 
patient had stopped medication and was using too 
much alcohol. 

In reviewing what has happened during the past 
years, especially in connection with the Wisconsin 
Motor Vehicle Division, we find an enthusiastic, 
wholesome attitude toward the epileptic driver's li- 
cense law. Mr. J. W. Thompson, director of the driver 
control division, has stated: 


As for my own personal opinion, I felt that adoption of the 
law making epilepsy a reportable disease came at an unfortunate 
time. It was enacted in 1947 [since 1929 it was unlawful for 
an epileptic to operate a motor vehicle upon any highway of 
this state], which was within a year of the time when we had 
quite a number of young men released from military service, 
who because of some blackout episode in their military ex- 
perience, had been diagnosed to be subject to epileptic seizures. 
When this fact was reported to us we had no choice but to 
require surrender of their operator's license and decline to issue 
any license to them. Many of these young men, when they 
returned home to civilian surrounding, where the extreme 
tensions present under combat situations were no longer present, 
were able to follow normal pursuits without any recurrence of 
the blackout spells. 

It was this type of individual, facing a dead-end street as far 
as issuance of an operator's license was concerned, that caused 
me the greatest degree of concern. I felt that there should be at 
least some opportunity for a personal evaluation of the situation 
involving these individuals and their problem, to determine 
whether or not they would constitute a hazard on the highways 
of the State of Wisconsin individually, rather than to reject 
them as a class. 
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The establishment of our Medical Review Board procedure 
has at least opened the street to where they have an established 
procedure of reviewing their situations as an individual problem, 
and an opportunity of relief, if they are deserving of it. I know, 
too, that even our present procedure is not infallible. The sue- 
cess of our problem depends a great deal on whether or not the 
patient in relating his medical history to his doctor is honest 
with the doctor in giving him a true statement of fact. The 
doctor, of course, is dependent upon his true relating of these 
facts in making the medical certification to our department upon 
which we rely in permitting this person to continue to operate 
a motor vehicle on our highways. 


A breakdown of what has happened during the past 
t vears, shown in the table, to quite significant. 
te most instances the persons denied licenses had been 
reported by their own physicians as not having their 
condition adequately controlled. There were also in- 
stances in which the applicant was too emotionally 
unstable for certification. There were several instances 
in which the board felt that the applicant should be 
given a limited area privilege. In all instances there 
was excellent cooperation between physicians and the 
motor vehicle department. In each situation the motor 
vehicle department has accepted the advice of the 
physicians on the review board. An interesting side- 
light that occurred in the beginning of the review 
board sessions was the appearance of attorneys with 
the applicant to be certain that he would have a “fair 
deal.” The two physicians were put in the embarrass- 
ing position of being trial judge advocates and felt 
quite awkward in going about their duties. 


Progress in Licensing of Epileptics During Past Eight Years 


Number currently under the 6-mo. certification 


Withdrawn after medical certification, but included in the program 
least yr. later issued permanent licenses 


Tetal number of persons reviewed by the motor vehicle department 
and the medical review board 


Licenses granted after review betore the medical review hoard. . 


Licenses later granted to these denied by medical review by 
virtue of clause » 


Licenses ecranted wonder 


deserted oft of control or upon the advice of pa- 
tlent’s phy sie 


Case at least twiee hetore the medical review hoard 


Cases diagnosed epilepsy, later rediagnosed not epilepsy by 
certification of physician 


Accidents in past yr 


Some physicians have felt that patients who have 
isolated periods of syncope in the course of heart 
disease, hypoglycemia, vasomotor disease, and other 
conditions would be classified as epileptic, prejudiced, 
and subject to restrictive driver's licenses. There is no 
universal definition of epilepsy. We and Dr. William 
Lennox have felt that a reasonable definition could 
be as follows: “Episodic, recurrent, limited periods of 
altered consciousness with or without involuntary 
movements, not the result of bodily disorders such as 
failure of the circulation, low blood sugar, emotional 
disturbance, or use of soporific drugs or intoxicants.” 
It is important to note, however, that patients who 
might have loss of consciousness during the course of 
a disease should not drive a motor vehicle until their 
condition is controlled. During the past eight years 
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there has never been a single incident in which a per- 
son has been required to submit to a medical form 
from the motor vehicle department in which the sei- 
zures have not been diagnosed by the physician as 
being epileptic in nature. 

The epileptic driver's licensing law in Wisconsin 
has been demonsirated as a successful venture in 
social medicine, As in all such ventures, success re- 
quires eternal vigilance from the referring physicians 
and the medical review board. 

Eowarp D. Scuwape, M.D. 
Jean P. Davis, M.D. 

324 E. Wisconsin Ave. 
Milwaukee 2. 


FLIGHT FROM HUNGARY 


To the Editor:—1 am a Hungarian physician who ar- 
rived in the United States only a short time ago. Since 
I have been here my heart is full of praise for the 
wonderful way in which America and our American 
colleagues have received us. My thoughts, however, 
always return to the dark days of the Hungarian 
revolution, to my flight from Hungary because my life 
was in danger there, and to my arrival in Vienna. 

This letter to you is expressly intended to thank the 
American medical societies and the American col- 
leagues for the wonderful way in which they helped 
us over the first shock of having fled from our native 
country. We arrived in Vienna penniless, numb with 
shock, and absolutely at a loss to determine what to 
undertake in carrving on with the everyday necessities 
of life and living. 

In Vienna we were immediately directed to the 
American Medical Society, where we received an 
adequate sum of money, but what was more important, 
kind words, understanding, and instructions as to how 
to apply for emigration and establish ourselves in Vien- 
na until that time when we could emigrate to America. 
The American Medical Society in Vienna told us that 
the money which they regularly gave us was received 
from the American Medical Association, from various 
American medical societies, and from hundreds of 
American colleagues who had sent funds to specifically 
help us. 

To all of our colleagues here in America who gave 
me new courage and made my emigration possible, I 
take this means of profoundly thanking you. | also 
hope that Mrs. Engel of the American Medical Society 
in Vienna can read these words, so that she can know 
how thankful I am to her and the Viennese doctors 
who received us so cordially and gave us the courage 
to begin life again in this country. I shall, however, 
never forget the wonderful treatment we received in 
Vienna which was made possible by the humane 
thoughtfulness of American physicians. 

1. T. Harasz, M.D. 
147-16 45 Ave. 
Flushing, N. Y. 
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Constitutionality of Texas N Act.—This was 
an action by the state board of naturopathic examiners 
for a declaratory judgment as to the constitutionality 
of the Naturopathic Act. From a judgment upholding 
constitutionality, the Attorney General appealed to the 
court of civil appeals of Texas. 

Article 4510 of the Texas Statutes provides: “Any 
person shall be regarded as practicing medicine within 
the meaning of this law: (1) Who shall publicly pro- 
fess to be a physician or surgeon and shall treat, or 
offer to treat, any disease or disorder, mental or physi- 
cal, or any physical deformity or injury, by any system 
or method, or to effect cures thereof; (2) or who shall 
treat or offer to treat any disease or disorder, mental or 
physical or any physical deformity or injury by any 
system or method and to effect cures thereof and 
charge therefor, directly or indirectly, money or other 
compensation. . . .” The Naturopath Act defines the 
practice of naturopathy as “that philosophy and system 
of the healing art embracing prevention, diagnosis, 
and treatment of human ills and functions by the use 
of several properties of air, light, heat, cold, water, 
manipulation with the use of such substances, nutri- 
tional as are naturally found in and required by the 
body, excluding drugs, surgery, X-ray and radium 
therapy, and the use of X-ray equipment.” The latter 
act further provides: “Nothing in this Act shall be con- 
strued to be authority for any naturopath, licensed 
hereunder, to practice medicine as defined by the laws 
regulating the practice of medicine in this State...” 
In the opinion of the court it was obvious both that the 
practice of medicine included the practice of naturop- 
athy and that the practice of naturopathy, as so 
defined, is the practice of medicine but is limited to 
certain means and excludes specific means. The Nat- 
uropathy Act attempts to both grant and deny to those 
complying with its terms the privilege of practicing 
medicine as that term is defined by the statutes of the 
state. It is, therefore, impossible of interpretation and 
enforcement, concluded the court, and is wholly void. 

The court continued, even if the Naturopathy Act 
should be construed as authorizing the practice of 
medicine in a specialized field, however, it is still void 
because it is violative of article XVI, section 31 of the 
Texas Constitution, which provides: “The Legislature 
may pass laws prescribing the qualifications of practi- 
tioners of medicine in this State, and to punish persons 
for mal-practice, but no preference shall ever be given 
by law to any schools of medicine.” 

The Medical Practice Act sets forth rigorous prereq- 
uisites that must be met by those desiring to obtain a 
license to practice medicine. It fixes citizenship and 
age qualifications, describes standards for medical 
schools, and sets forth the subjects in which applicants 
for a license must be examined. The Naturopathic 
Practice Act similarly sets forth the licensure require- 
ments for naturopaths. In the opinion of the court of 


appeals, however, the differences between the require- 
ments of the Medical Practice Act and those of the 
Naturopathy Act are both apparent and substantial. 
The requirements of the Medical Practice Act are more 
burdensome than those of the Naturopathy Act. In the 
Naturopathy Act, an unconstitutional preference was 
attempted in favor of that school of medicine, and this 
act is, therefore, inoperative and void. Accordingly, the 
judgment of the trial court upholding the constitution- 
ality of the Naturopathic Act was reversed, and the act 
was held to be unconstitutional and void. Wilson v. 
State Board of Naturopathic Examiners, 298 SW. (2d) 
946 (Texas, 1957). 


Sponge Left in Patient's Intestine After 

ion.—This was an action for damages against 

the defendant hospital for injuries allegedly caused by 

the negligence of its agents. From a judgment in favor 

of the plaintiff, the defendant appealed to the court 
of appeals of Tennessee. 

The plaintiff was admitted to the defendant hospital 
and put himself in the hands of the resident medical 
staff for examination and treatment. The resident med- 
ical staff consisted of a group of physicians who prac- 
ticed under a partnership arrangement, had their of- 
fices in the hospital, and did the medical and surgical 
work for those patients who entered the hospital 
not under the supervision of a private physician. 

After examinations by the resident staff, the plain- 
tiff submitted first to a mastoidectomy and then to an 
abdominal operation. The plaintiff consented, and 
both the operations were performed by a member of 
the staff. The nurse, an employee of the hospital, who 
assisted in the abdominal operation, however, made 
an error in the sponge count and a sponge was left in 
the plaintiff's intestines. It was removed in another op- 
eration three months later. 

The defendant contended that the trial court erred 
in refusing to direct a verdict for it, arguing that the 
surgeon, in performing the operation, was acting as 
an independent contractor and not as its agent. The 
court of appeals said that ostensible authority is such 
authority as a principal intentionally or by want of 
ordinary care causes or allows a third person to be- 
lieve the agent to possess, It may be conferred if the 
principal affirmatively or intentionally, or by lack of 
ordinary care, causes or allows third persons to act on 
an apparent agency. It is essential to the application of 
this general rule that two facts be clearly established: 
(1) that the principal held the agent out to the pub- 
lic as possessing sufficient authority to embrace the 
particular act in question or knowingly permitted him 
to act as having such authority, and (2) that the per- 
son dealing with the agent knew of the facts, and, 
acting in good faith, had reason to believe, and did 
believe, that the agent possessed the necessary author- 
ity. The court said that there was sufficient evidence 
to support a finding that the surgeon, in performing 
the operation, was acting as the agent of the defend- 
ant. 

The resident staff members of Madison Sanitarium 
and Hospital practice medicine under an association 


or partnership, styled Madison Associated Ph 
The defendant corporation 


ysicians. 
owned and operated the 
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sanitarium. The resident medical staff of the hospital 
operated under the name of “Madison Associated 
Physicians,” with offices in the hospital, and they actu- 
ally did the medical and surgical work for the patients 
at the hospital. One of them was the medical director 
of the hospital. When the plaintiff went to the hospital. 
he announced he wanted to enter the hospital for ex- 
amination and treatment. He was referred to the medi- 
cal director, who examined him and then had him ex- 
amined by the specialists on the resident staff. The 
plaintiff did not know any of these doctors. He thought 
of them as the Madison Sanitarium and Hospital doc- 
tors, and we think very reasonably so. 

The court of appeals said, however, that the de- 
fendant hospital was liable even if it could be said 
that the surgeon was not acting as its agent. Many 
acts of a nurse, during an operation, do not result from 
orders of a physician, for example, furnishing proper 
personnel and equipment for an operation are duties 
of the hospital. Counting the sponges, so as to see that 
no sponge is left in the patient’s body, requires no 
special skill or decision of the surgeon. Expert testi- 
mony is not necessary to establish that leaving the 
sponge in the plaintiffs body is negligence; any lay- 
man would know that. Since there was evidence to 
support a finding that the nurse and surgeon were 
both agents of the defendant in performing this oper- 
ation, the hospital cannot escape liability for their neg- 
ligent acts. 

Other contentions of the defendant were also over- 
ruled, and the judgment in favor of the plaintiff was 
accordingly affirmed. Rural Educational Association v. 
Bush, 298 $.W. (2d) 761 (Tenn., 1956). 


Malpractice: to Adhesive Tape.—This was an 
action for damages allegedly caused by the malpractice 
of the defendant, an orthopedic surgeon. From a judg- 
ment for the plaintiff, the defendant appealed to the 
Supreme Court of Errors of Connecticut. 

The plaintiff, while working at a foundry, injured his 
back so that he could not straighten up. He was taken 
home and then removed to a hospital, where the de- 
fendant was called into the case by his family physician 
as an orthopedic consultant. The defendant found the 
plaintiff lying in bed in an awkward position which he 
assumed was part of the plaintiff's clinical picture. The 
og was free from pain as long as he lay absolutely 

still. The defendant diagnosed the plaintiff's injury as 
a ruptured intervertebral disk and advised that he be 
put in traction, a procedure in which weights are sus- 
pended at the foot of the bed in such a manner as to 
exert a pull on the spine through the use of adhesive 
strips attached to the patient's leg. The purpose of 
traction is to increase the intervertebral space in order 
that the extruded disk may slip back into its proper 
position. Both the plaintiff and his physician informed 
the defendant that the plaintiff was allergic to ad- 
hesives. The defendant therefore told the plaintiff 
that he would use a moleskin, a soft cloth-like sub- 
stance with adhesive to it, to which the plaintiff re- 
plied, “It's still tape, regardless of whatever it is, it's 
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to remove it if the plaintiff felt any itching or 
sensations. During the night, the plaintiff complai 

to the nurse of pain and discomfort in the leg, and 
related the same to the defendant the next morning. 
The defendant, however, applied more traction to the 
leg and tightened the moleskin, telling the nurse to 
take it off if the plaintiff had any further trouble with 
it. Later in the day the pain became so intense that 
the plaintiff asked the nurse to remove the moleskin. 
The nurse started to remove it but became so nauseat- 
ed that she had to stop. The plaintiff completed the 
job, but in doing so took off his own skin, leaving his 
leg looking like raw meat. His physician was sum- 
moned and treated the leg until the defendant was 
discharged. During this time the leg remained raw- 
looking and caused the plaintiff considerable pain. 
Soon after traction was stopped, the pain ceased and 
the plaintiff was released from the hospital. Some four 
months later, after having returned to work, the plain- 
tiff had another painful episode with his back and the 
disk was removed by another surgeon. The plaintiff's 
medical expert testified as follows: Traction is an 
approved treatment of back injuries of this type; alter- 
native treatments are surgery, manipulation, and ab- 
solute bed rest under sedation, of which the last men- 
tioned is the most conservative; if the patient suffers 
severe pain, it is good practice to put him in traction 
even at the risk of his developing dermatitis from a 
known allergy to adhesive, since it might be better 
to chance dermatitis if bed rest or manipulation could 
not be tolerated and if surgery, with its attendant risk 
of death, was not indicated; if, on the other hand, the 
patient is not in severe pain, it would not be proper 
treatment to apply traction with the attendant danger 
of dermatitis. 

The sole question on the appeal was whether there 
was sufficient evidence of malpractice to justify the 
submission of the case to the jury. To impose liability, 
said the Supreme Court of Errors, it was necessary for 
the jury to reach the conclusion that the defendant in 
doing what he did, as disclosed by the facts, failed to 
exercise the care, skill, and diligence ordinarily exer- 
cised by other surgeons engaged in the same line of 
practice in the same general neighborhood. The jury, 
not being skilled in medical and surgical methods, 
must depend upon expert testimony to arrive at its 
verdict but it must not cull statements from the testi- 
mony of the expert which in and of themselves are not 
complete but are dependent upon other testimony. The 
jury in the instant case was confronted with the neces- 
sity of determining whether the plaintiff was in severe 
pain when the defendant decided to apply the traction. 
If it found, as it had a right to do on the evidence, that 
the plaintiff was suffering no pain at all at the time, it 
would be justified in accepting and using the expert 
testimony that traction, in the absence of pain on the 
plaintiffs part and in view of his known allergy to 
adhesives in any form, was not in accord with the 
approved practice pursued by orthopedic surgeons in 
the same neighborhood 

The Supreme Court of Errors therefore found that 
the case was properly submitted to the jury and the 
judgment in favor of the plaintiff was affirmed. Decho 
v. Shutkin, 127 A. (2d) 618 (Conn., Dec., 1956). 


to be shaved, the defendant applied the moleskin in 
two strips along the sides of the leg, telling the nurse 
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INTERNAL MEDICINE 


Myxoma of the Left Atrium: Report of a Case. K. 
Lekisch. Ann. Int. Med. 46:982-990 (May) 1957 [Lan- 
caster, Pa.]. 


The author describes a case of genuine myxoma of 
the left atrium in a 54-year-old woman who died about 
1 year from the onset of symptoms. The absence of 
any type of murmur and the presence of low-grade 
fever and anemia led to many unsuccessful clinical 
investigations. Roentgenographic examination of the 
chest revealed definite bilateral hilar Iwmphadenop- 
athy and a fine interstitial infiltration extending out 
from both hilar regions into the periphery of the lung 
held. There was a small amount of pleural fluid at 
the left base and a widening of the left perivertebral 
line in the lower portion of the mediastinum, which 
could represent tumor or fluid. Roentgenograms taken 
3 months later revealed some fluid at the right base 
also. An electrocardiogram revealed low voltage and 
right axis deviation. A diagnosis was entertained of a 
lymphatic spread of metastatic carcinoma throughout 
both lung fields originating from adenocarcinoma of 
the right breast, for which the patient had undergone 
right radical mastectomy 14 vears previously. Treat- 
ment with 50 mg. of testosterone 3 times a week for 4 
weeks was unsuccessful. The patient then was given 
0.5 mg. of gitalin daily and 0.1 mg. of thvroxin daily, 
without improvement, and her condition deteriorated 
gradually until death occurred. The diagnosis of 
myxoma of the left atrium was established on autopsy. 

The symptoms and signs were thought to have re- 
sulted from mechanical interference with entrance of 
blood into the left side of the heart and to back pres- 
sure in the lungs and the right side of the heart. The 
chest films were compatible with a severe, progressive 
pulmonary congestion, and electrocardiographic trac- 
ings reflected a pattern of strain on the right side of 
the heart. It is suggested that with these findings, 
coupled with persistent, progressive cardiac insuffi- 
ciency, entirely unresponsive to treatment, an intra- 
cardiac tumor should have been suspected. Neither 
conventional roentgenography nor electrocardiozraph- 
ic tracings were helpful in establishing the diaznosis 
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of atrial myxoma. Reports by other workers revealed 
angiocardiography as a specific aid to diagnosis in 
such cases. Angiocardiography is urgently advised, 
since this type of tumor now can be successfully re- 


moved and represents one form of curable heart dis- 
ease. 


Triloculare Biatriatum. D. Heath. Circulation 15: 
701-712 (May) 1957 [New York]. 


Cor triloculare biatriatum is a rare form of coneni- 
tal heart disease that needs to be considered in the 
differential diagnosis of patients with cyanotic cen- 
genital heart disease with pulmonary hvnertension. 
The clinical and patholovical features, inc'uding his- 
tological changes in the small pulmonary b!ood vessels, 
of a patient with cor triloculare biatriatum are re- 
corded together with the results of investivations. The 
patient, a woman of 23 vears. presented with siens of 
cvanotic congenital heart disease with oulmonarv 
hypertension. Her main comvlaints were dyspnea on 
exertion and ankle edema. The e'ectrocardiogram in- 
dicated right ventricular prenonderance and the 
teleradiogram showed a globular cardiac silhouette 
without prominence of the pulmonary conus. Angio- 
cardiography showed a considerable shunt of blood 
passing from the right side of the heart into the aorta. 
An erroneous diaemosis of Fallot’s tetralogy was made, 
and a Blalock-Taussie operation was performed. At 
autopsy, the main pulmonary artery was found to be 
dilated and transposed, arising from the main cavity 
of the common ventricle. while a small aorta arose 
from a rudimentary ventricular chamber. The small 
pulmonary blood vessels showed certain features of 
hypertensive pulmonary vascular disease together 
with evidence of increased bronchial artery collateral 
circulation to the lung. The clinical and pathological 
findings are discussed in a review of previously re- 
ported cases. 


Trevds in Cardiovascular Syphilis. A. Rimsa and G. C. 
Griffith. Ann. int. Med. 46:915-924 (May) 1957 [Lan- 
caster, Pa.]. 


Of 954 patients, 723 men and 231 women, 612 white 
and 342 colored, with cardiovascular syphilis, 521 
(54.6%) died in the course of 10 years. Of the 521 pa- 
tients, 84% died in the first 5 vears after diagnosis. 
The average age of the patients at the time of death 
was 62.3 years. During the 10-year period the inci- 
dence of cardiovascular syphilis decreased about 47%, 
but, despite its decreasing incidence, the disease re- 
mained a serious threat to life and health. Of the 
patients studied, 26.8% had syphilitic aortitis, 49.5% 
had syphilitic aortic insufficiency, 9.3% had syphilitic 
aortic insufficiency associated with syphilitic aortic 
aneurysm, and 14% had syphilitic aortic aneurysm. 
The most common complication was congestive heart 
failure, followed by hypertension and angina pectoris. 
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Reactions of the patient's blood to serologic tests for 
syphilis were positive or repeatedly doubtful in 82% 
of the patients studied. Radiologic findings were nor- 
mal in only 8.8% of 635 patients who were examined. 
Normal eclectrocardiograms were obtained in less than 
4% of the patients examined. No electrocardiographic 
pattern pathognomonic of cardiovascular syphilis was 
noted 


Penicillin was confirmed as the drug of choice for 
the treatment of cardiovascular syphilis. Progression 
of cardiovascular lesions was halted, as evidenced by 
radiologic examination. Untoward reactions to peni- 
cillin therapy were less frequent than those to treat- 
ment with adequate doses of bismuth and/or arsenic 
compounds. Prognosis as to long-time survival was 
best in the patients under 39 vears of age. 


Acute Massive Digitoxin 


Fergus and R. A. Bruce. Ann. Int. Med, 46:964-976 
(May) 1957 [Lancaster, Pa.]. 


Paroxysmal auricular tachycardia with auriculo- 
ventricular block was observed in a 61-year-old woman 
who ingested 7.5 mg. of digitoxin in a suicide attempt. 
The usual manifestations of profound nausea and 
vomiting were observed, as well as toxic delirium and 
an excessive renal excretion of nitrogen, followed by 
fever, pyuria, and azotemia. Death occurred on the 
13th day and was due to bronchopneumonia and 
uremia rather than to cardiac effects. No significant 
myocardial changes were observed at autopsy. Seven 
additional cases of acute massive digitalis poisoning 
were collected from the literature, and the death of 
only 1 of these patients was caused by the direct action 
of the drug, a case fatality rate of 15%. 


Potentiation of the Effects of Cardioactive Drugs by 
Chlorpromazine (Largactil) in Cardiovascular Dis- 
eases. F. Cavazzuti and M. Cristini. Minerva med. 
48:548-857 (March 14) 1957 (In Italian) [Turin, Italy]. 


Forty-nine patients with heart failure were treated 
with chlorpromazine or with chlorpromazine combined 
with other drugs (digitalis, quinidine, procaine). The 
patients were divided into 3 groups. The first group 
was composed of 30 patients with neuropsychic 
erethism, easy emotivity, restlessness, and anxiety. 
Valvular defects were found in 1S patients and myo- 
cardial sclerosis in 12. Symptoms of cardiovascular 
decompensation had already appeared in most of the 
patients. A dose of 150 mz. of chiorpromazine (100 
m¢. given intravenousiy and 50 by mouth) was com- 
bined for from 7 to 15 days with the cardiac stimulants 
that the patients were already receiving. The drug was 
always tolerated weil and did not cause untoward 
side-effects. Restlessness and anxiety were checked 
markedly. The authors think that the toleration of 
digitalis was improved by chlorpromazine in some 
patients in whom digitalis had had a toxic effect. 
Chlorpromazine had a marked beneficial effect in 21 
patients. Poor results were obtained in 2 patients with 
myocardial sclerosis who had had a fibrillating tachy- 
rhythmia for a long time. Association of chlorproma- 
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zine with cardiocinetic drugs caused disturbance of 
the rhythm in 2 patients and caused more insufficiency 
and restlessness in the other 2. 

Chlorpromazine had a beneficial effect on a second 
group of 5 patients with neurovegetative imbalance 
that in part was the cause of acute cardiovascular 
insufficiency. The drug diminished the frequency and 
intensity of certain symptoms that had so far pre- 
vented the restoration of equilibrium in the circulation. 
The patients of the third group (15) had cardiovascular 
insufficiency and were treated with ch 
alone. Six patients had mitral stenosis and regurgita- 
tion, 2 pure mitral stenosis, 1 combined mitral-aortic 
lesion, 3 myocardial sclerosis, 2 hypertensive cardi- 
opathy, and 1 a chronic cor pulmonale. During the 
treatment the patients were kept in a quiet environ- 
ment. A dose of 150 to 250 mg. of chlorpromazine per 
day was administered partly intravenously and partly 
by mouth for from 10 to 15 days. Very good results 
were obtained in 1 patient with a combined mitral- 
aortic lesion, in 2 with mitral stenosis and insufficiency, 
in 1 with chronic cor pulmonale, and in 1 with myo- 
cardial sclerosis. 


Decompensation 
Treatment. MM. Cristini and G. Petrin. Cuore e circolaz. 
41:33-45 (Feb.) 1957 (In Italian) [Rome]. 


The authors studied the renal function of 18 patients 
24 to 73 vears of age with different cardiopathies in a 
state of congestive decompensation. Twelve patients 
were male and 5 female; the sex of 1 patient is not 
given. The renal function was studied before and 
after a prolonged fasting treatment. The patients were 
subjected to fasting for a period of from 5 to 8 days, 
were given large quantities of water to drink, and 
were kept in bed. Sedatives were administered to a 
few patients at the beginning of the treatment. Re- 
mission of the decompensation occurred in 16 patients, 
and the renal functions of these patients returned to 
almost normal values. The treatment had little bene- 
ficial effect on 2 patients; the renal function of these 
patients showed little improvement. A study made on 
4 additional patients showed that the first and most 
important change takes place in the tubular resorption. 
The glomerular filtration and the renal plasma flow 
tend to return to normal values at a later time near 
the end of the treatment. The diuresis increases mark- 
edly during the 3rd and 4th days of fasting. 


Amyloidosis: Its Clinical and Manifesta- 
tions, with a of 12 Cases. G. L. Bero. Ann. Int. 
Med. 46:931-955 (May) 1957 [Lancaster, Pa.]. 


The authors report on 12 cases of amyloidosis which 
occurred in men between the ages of 18 and 57 years. 
Three patients were considered to have primary 
amyloidosis and 9 secondary amyloidosis. Of the 3 
cases of primary amyloidosis, 1 was related to multiple 
sclerosis, an association not previously reported, 1 was 
not verified since autopsy was not permitted, and only 
1 filled all the requirements for the diagnosis of pri- 
mary amyloidosis. Of the 9 secondary cases, 3 occurred 
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in patients with arthritis, 2 of whom had the progres- 
sive disabling form of rheumatoid arthritis. Amyloi- 
dosis was associated with Hodgkin's disease in 2 
patients, with infections occurring in traumatic para- 
plegia in 2 others, and with tuberculosis and carci- 
noma in 1 each. Nine of the 12 patients died of 
amyloidosis and 3 of the underlying disease. 
Complete autopsy was done in 10 patients, and the 
Congo red test established the diagnosis in 8 of the 10. 
All the patients had evidence of renal disease, and 5 
had renal tubular acidosis and died of amyloidotic 
insufficiency of the kidneys. Two patients had adrenal 
cortical insufficiency caused by amyloidosis; both re- 
sponded clinically to cortisone therapy and both had 
Addisonian crises in association with withdrawal of 
cortisone. Hepatic function was altered in all patients, 
and 1 patient had jaundice. The chemistry of the 
hepatic disturbance closely resembled that of obstruc- 
tive hepatic disease. Involvement of the vascular tree 
led to thrombotic episodes in 2 patients and to massive 
hemorrhage in 3. Gastrointestinal hemorrhage and 
diarrhea were observed as evidence of intestinal 
amylvidosis. Septicemia occurred in 4 patients. De- 
spite the significant incidence of renal disease, hyper- 
tension was not observed. Amyloid, in essence, must 
produce restrictive involvement of the myocardium. 
Amyloid heart disease was the cause of death in 1 
patient and may well have been the cause of the 
changes suggesting infarction. 
Death was caused by amyloid involvement of other 
organs in a second patient with amyloid heart disease. 
A suggestive relationship was noted between the ap- 
nce of amyloidosis and the use of nitrogen 
mustard in 1 patient with Hodgkin's disease. 


Reserpine Therapy Producing Massive Gastric and 
Duodenal Hemorrhage. A. T. St. James and A. J. Ryan. 
Connecticut M. J. 21:418-419 (May) 1957 [New Haven]. 


Reserpine has proved of great benefit in hyperten- 
sion and in certain disturbed emotional states. It is, 
however, a two-edged sword. Given either parenteral- 
ly or orally, reserpine produces an increase in total 
gastric secretion and free hydrochloric acid. The au- 
thors present the case of a 71-year-old housewife who 
was hospitalized with a complaint of vomiting coffee- 
ground material. As a young woman she had suffered 
from mild, chronic indigestion, but a diagnosis of 
ulcer was never made. She was known to have mod- 
erate hypertension for about 7 years. Four years 
ago she suffered a cerebral accident, which impaired 
her mental faculties and coordination but did not 
result in paralysis. For the past 2 years she had been 
taking reserpine in the form of the powdered whole 
root in a dose of 100 mg. twice daily. This exerted a 
moderately favorable effect on her blood pressure. It 
also appeared to accentuate mental depression. Shortly 
after arrival in the hospital she vomited about 500 
cc. of bright red blood. On operation, an area of 
ulceration was found on the anterior wall of the first 
portion of the duodenum. The partial gastric resection 
was carried out, with removal of the distal three- 
quarters of the stomach and creation of a gastro- 


jejunostomy anterior to the colon. Pathological 
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examination of the resected specimen revealed multi- 
ple areas of superficial ulceration of the gastric 
mucosa. The authors believe that these were second- 
ary to a state of hyperacidity. The administration of 
reserpine was not resumed after the operation. The 
side-effects of reserpine should be remembered. There 
is particular need for caution in patients with a history 
of peptic ulcer. 


Systemic Lupus Erythematosus: A Report on Twelve 
Cases Treated with Quinacrine (Atabrine) and Chloro- 

(Aralen). S. K. Conner. Ann. Rheumat. Dis. 
16:76-81 (March) 1957 [London]. 


Quinacrine hydrochloride (Atabrine) was civen to 
11 patients with systemic lupus erythematosus and 
chloroquine phosphate (Aralen) to 1, and all patients 
were observed for 4 to 32 months. Five patients were 
first placed on steroid therapy for 2 or 3 days. Treat- 
ment with Atabrine was then started, and steroid 
therapy was discontinued as rapidly as possible. Ata- 
brine without steroid therapy was given to 6 patients. 
The incidence of complications arising from the use 
of Atabrine is low and consists chiefly of various skin 
eruptions. They are not necessarily serious, but the 
discomfort to the patient may be severe and rather 
prolonged. Less frequent complications occurred, such 
as toxic psychosis, polyneuritis, granulocytosis, aplastic 
anemia, hepatitis, and minor symptoms of nausea, 
flatulence, diarrhea, and vomiting. Symptoms of sys- 
temic lupus erythematosus were controlled in one 
patient by chloroquine phosphate therapy. Pregnancy 
in a patient was associated with exacerbation of the 
symptoms. The administration of Atabrine had no 
untoward effect on the fetus and controlled minor 
exacerbations. Atabrine proved to be superior to 
steroid therapy in the treatment of systemic lupus 
erythematosus with respect to life expectancy, com- 
plications, and morbidity. When Atabrine is used com- 
bined with steroid therapy, better results may be 
obtained if steroid therapy is given to control the 
severe, acute manifestations and then is withdrawn 
within 2 to 4 weeks. Multiple L.E.-cell tests should 
be performed at frequent intervals to obtain a higher 
percentage of positive findings in suspected cases of 
systemic lupus erythematosus. 


Alcohol Test in Hodgkin's Disease. C. Trimarco. Poli- 
clinico (sez. prat) 64:217-219 (Feb. 8) 1957 (In Italian) 
[Rome]. 


Twenty-three patients with Hodgkin's disease re- 
ceived 25 cc. of cognac on an empty stomach and 
were kept under observation for 2 hours. Increase of 
the pain in the granulomatous areas occurred in 5 
patients, only 1 of whom had been subjected to roent- 
gen treatment. Four of the 18 patients in whom the 
test gave negative results had never received roentgen 
treatment. Five patients were injected with 20 cc. of 
ethyl alcohol at 26% 48 hours after the injection of 
cognac. The results of this test were similar to the 
results obtained in the first test. The pain occurred 
always 15 minutes after the administration of the 
alcohol and was very acute in 2 patients. The author 
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thinks that the test is useful to find out the effect of 
roentgen therapy in patients who have been sub- 
mitted to it. 


Peripheral Vascular Obstruction in Rheumatoid Ar- 
thritis and Its Relationship to Other Vascular Lesions. 
E. G. L. Bywaters. Ann. Rheumat. Dis. 16:84-105 
(March) 1957 [London]. 


An unusual type of peripheral arterial obstruction 
has been found in 10 patients with rheumatoid ar- 
thritis. The patients showed vessel obliteration asso- 
ciated with symptoms ranging from small infarcts, 
presenting as brown lesions of the nail-fold, nail-edge, 
or digital pulp, to gangrene of all 4 limbs with visceral 
lesions. These findings are not likely to be due to 
periarteritis nodosa or thromboangiitis obliterans, but 
they resemble those seen in scleroderma and lupus 
erythematosus. Autopsy of the 2 patients who died 
revealed that the distribution of the lesions is similar 
to those in generalized visceral periarteritis nodosa 
but the morphological character of the lesion is ¢en- 
erally quite distinct, being a bland intimal prolifera- 
tion of fibroblasts and mucoid material, sometimes 
with secondary fibrin clots on it. Rheumatoid arthritis 
and acute lupus erythematosus, however, are similar 
in many respects. The prognosis of these 10 patients 
is that of rheumatoid arthritis in the classic sense. 
This is important for the practical purpose of treating 
the patient and advising his relatives. The condition of 
the patients did not appear to be improved by cor- 
tisone. 


SURGERY 


Duodenal Ulcer: Treatment by Vagotomy and Re- 
moval of the Gastric Antrum. L. W. Edwards, J. L. 
Herrington Jr., S. E. Stephenson Jr. and others. Ann. 
Surg. 145:738-752 (May) 1957 [Philadelphia]. 


Of 324 patients, 272 male and 52 female, between 
the ages of 15 and 77 vears with duodenal ulcer, who 
were operated on at 3 different hospitals, 13 died, an 
operative mortality rate of 4%. Forty-two patients had 
significant complications. The most frequently ob- 
served complication was delayed gastric emptying, 
which occurred in 11 patients. Complete follow-up 
data were available in 294 patients. Combined excel- 
lent and good results were obtained in 267 patients 
(90.8%), who became entirely free of symptoms refer- 
able to the gastrointestinal tract or occasionally noted 
mild dumping symptoms or transient abdominal ful- 
ness; fair results were obtained in 19 who had inter- 
mittent to persistent abdominal discomfort or mod- 
erate to severe dumping symptoms; and poor results 
were obtained in 8 who had persistent abdominal 
symptoms to such a degree that they were not able 
to work full time and were not considerably improved 
as compared with their preoperative status. Vagotomy 
and antrectomy with a classic Billroth 2 type of gastro- 
intestinal reconstruction was performed in 141 of the 
294 patients and gave, in general, excellent results. 
Vagotomy and antrectomy with 
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increasing frequency in the last 2 years. The follow-up 
period was limited and the number of patients ad- 
mittedly small in this group, but the results at present 
appear very satisfactory. The Hofmeister type of re- 
construction was used in 88 patients, with no unsatis- 
factory results. Reconstruction of continuity with the 
Polya anastomosis was performed in only 23 patients 
but vielded very good results. 

Thus, the classic Billroth 2 gastrojejunostomy was 
emploved with greater frequency in this series than 
any other method of reconstruction, but at present the 
authors prefer the Shoemaker modification of the 
Billroth 1 anastomosis (end-to-end gastroduodenos- 
tomy) combined with antrectomy and vagotomy. To 
insure complete removal of the gastric antrum, an 
estimated resection of the distal 40% of the stomach 
was carried out. It is felt that combined vagotomy 
and antrectomy is a very satisfactory procedure for the 
surgical treatment of duodenal ulcer. Results thus far 
have been superior to those obtained with “adequate” 
subtotal resection, and no case of marginal or recur- 
rent ulcer has occurred. A larger clinical experience 
and longer follow-up study will, however, be neces- 
sary to assess the ultimate value of the operation. 


Five-to-Ten-Year Follow up of 162 Cases of Duodenal 
Ulcer Treated by Vagotomy With and Without Asso- 
ciated Gastric Operations. W. Walters and J. E. Mob- 
ley. Ann. Surg. 145:753-757 (May) 1957 [Philadelphia]. 


Of 209 patients with duodenal ulcer in whom vagot- 
omy was performed between Jan. 1, 1945, and Jan. 1, 
1950, 162 (78%) were followed up for from 5 to 10 
vears after the operation. One hundred forty-four 
(89%) of the 162 patients were men and 18 (11%) were 
women between the ages of 19 and 72 years. Recur- 
rences were confirmed by x-ray examination in 23 
(14%) of the 162 patients. Fifteen of the 23 recurrent 
ulcers were jejunal ulcers at the site of the gastro- 
enterostomy. Subtotal gastric resections of Billroth 2 
tvpe were performed in 15 of these 23 patients, with 
excellent results in 12, satisfactory results in 2, and 
poor results in 1. Fourteen (9%) of the 162 patients 
had died since the operation, and deaths were unre- 
lated to duodenal ulcer in 10; causes of death were 
unknown in the remaining 4. Fifty-three (33%) of the 
162 patients were asymptomatic, 67 (41%) were im- 
proved, and 5 (3%) were therapeutic failures. Com- 
bined excellent and satisfactory results thus were ob- 
tained in 120 patients (74%). Significant postoperative 
loss of weight occurred in 6.6% and severe dumping 
symptoms in 2.4%, making a total of 9%. Vagotomy 
alone was performed in 28 patients, and 7 (25%) of 
these had recurrences. Eleven (39%) of the 28 patients 
were found to be asymptomatic, with an excellent 
result, and 7 (25%) were improved, with a satisfactory 
result. Of 123 patients who had a gastroenterostomy 
at the time of vagotomy, 16 (13%) had recurrences. 
Of the living patients without recurrence in this group, 
40 (33%) were asymptomatic (excellent results) and 53 
(43%) were improved (satisfactory results). Total ex- 
cellent and satisfactory results thus rose to 76% in the 
patients with combined vagotomy and gastroenteros- 
tomy. 
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Twenty-five Years’ with Billroth I Gastric 
Resection. G. W. Horsley and W. C. Barnes. Ann. 
Surg. 145:758-769 (May) 1957 [Philadelphia]. 


The Horsley modification of the Billroth 1 gastric 
resection, which unites the stomach with the duo- 
denum along the lesser curvature, was ormed 
since 1929 on 271 patients, of whom 110 had duodenal 
ulcers, 97 had gastric ulcers, 63 had carcinoma of the 
stomach, and 1 had carcinoid of the stomach. Of 102 
patients with duodenal ulcer who were followed up, 
70 (69%) reported excellent results, 14 (14%) good re- 
sults, and only 6 (6%) therapeutic failures. Of the 12 
patients who died in the postoperative period, 3 died 
before 1940, 8 died between 1940 and 1946, and only 
1 died since 1946. Lack of nursing personnel and un- 
availability of antibiotics were the factors responsible 
for the high death rate up to 1946. Of the 97 patients 
with gastric ulcers operated on, 89 were followed up 
and of these 71 (80%) reported excellent results, 8 
(9%) good results, and only 4 (4.5%) therapeutic 
failures. Six of the patients in this group died in the 
postoperative period and all of them between 1940 
and 1946. Sixty-two of the 63 patients with carcinoma 
of the stomach were followed up. Although the post- 
operative death rate was high in these patients, most 
of whom had palliative resections, 24 (29%) survived 
for 3 vears, 11 (18%) survived for 5 vears, 5 (8%) for 
10 years, 3 (4.8%) for 15 years, and 1 (1.6%) for 
20 vears. 

The Horsley modification of the original Billroth 1 
operation presents a widely applicable procedure for 
surgical treatment of gastroduodenal disease and 
offers a more physiological approach than other types 
of partial gastrectomies, since it preserves the fune- 
tion of the duodenum as a normal mixing chamber of 
the contents of the stomach, and also there is less 
danger of leakage of the anastomosis. With good to 
excellent results obtained in 89% and 83%, respective- 
ly, of patients with gastric or duodenal ulcer, these 
patients maintained their weight and marginal or re- 
current ulcers were minimal. As the patients were 
followed up to 27 years, it is felt that they will not 
have later complications. 


Attempts at Revascularization of the Heart by Means 
of Ligation of the Internal Mammaries. A. Ferrari and 
L. Ballaira. Minerva chir. 12:197-199 (March 15) 1957 
(In Italian) [Turin, Italy]. 


Revascularization of the heart by ligation of the 2 
internal mammary arteries was tried by the authors 
in 8 subjects 55 to 69 years old, 6 male and 2 female. 
The patients suffered frequent attacks of angina 
pectoris. Four patients had already suffered one epi- 
sode of infarct. Five cubic centimeters of novocaine 
was injected in the second intercostal space of either 
side. Significant cardiographic changes were not ob- 
served. Six patients suffered precordial pain 2 to 3 
hours after the injection. The ligation was carried out 
in 2 patients first on one side and 10 days later on 
the other. The remaining patients were subjected to 
a bilateral intervention. Anesthesia was obtained with 
pentothal. The internal arterial mammary was found 
ious in the second intercostal space. It was resected 


after a double ligation. There were no 
complications. The patients were dismissed from the 
hospital 1 month after the operation. The operation 
had a good effect on the subjective condition of half 
of the patients. Relevant electrocardiographic changes 
were not observed. Signs of myocardial insufficiency 
made necessary the administration of vasodilator and 
cardiocinetic substances to the patients. The authors 
think that ligation of the internal mammary arteries 
is not effective in bringing about revascularization of 
the heart. The ligation has a beneficial effect on the 
blood supply of the myocardium, but the quantity of 
blood that can be thus obtained is not sufficient for a 
lasting beneficial effect. 


Errors and Failures in Plastic Abdominal Operations 
with Use of Tantalum Mesh. M. Della Corte. Policlinico 
(sez. as 64:436-439 (March 25) 1957 (In Italian) 
[Rome]. 


Tantalum mesh was used by the author in plastic 
abdominal operations in 22 patients. 18 of whom were 
observed 3 years after the operation. No particular 
complications occurred in the period immediately after 
the operation. A moderate serosanguineous secretion 
occurred in a few patients, but it disappeared in a 
few days. Marked hematoma due to imperfect hemo- 
stasis occurred in only 1 patient. Inflammation or sup- 
puration of the wound was not observed. Ten of 14 
patients operated on for hernia were among the 18 
patients observed 3 years after the operation. Eight 
of these did not complain of any symptoms, and the 
abdominal wall was found to be solid. The other 2 
patients operated on for inguinal hernia complained 
of severe pain in the place where the mesh had been 
placed. The mesh had to be removed in 1 patient; the 
other patient died of myocardial infarction. Imperfect 
hemostasis delavs wound healing; hence, the mesh is 
likely to shrivel in the immediate postoperative period 
and the operation results in a failure. The author ad- 
vises against the use of absorbable material in placing 
the mesh in the tissues. In operative repair of inguinal 
hernia it is necessary to prevent the nerves from be- 
coming entangled in the interspaces of the mesh. The 
author believes that the breaking of the mesh is often 
due to failures that are not related to the technique 
of the operation. 


Coarctation of Aorta: Results in 44 Cases 
ed On. O. L. Olesen. Danish med. bull. 4:33-44 
(March) 1957 (In English) [Copenhagen]. 


Of 67 patients with coarctation of aorta admitted to 
the University Hospital, Copenhagen, from 1948 to 
August, 1953, 4 died from insufficiency during hos- 
pitalization. Forty-four were operated on in the de- 
partment of thoracic surgery, and operation has been 
planned for 5 more. Contraindications were mainly 
old age, severe insufficiency, and complicating dis- 
eases. In 2 patients, aged 4 and 8 respectively, the 


MEDICAL LITERATURE ABSTRACTS 1713 

patent duct was closed and resection postponed; in 

| 42 resection was done. The preoperative diagnosis 
proved correct. Seven patients died postoperatively, 

6 from hemorrhage and 1 from heart failure. Of the 

7 patients over 30, only 1 died. Heart failure and 
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arteriosclerotic changes, often recognized only during 
resection, increase the risk of the operation. Different 
methods of anesthesia are not believed to affect the 
frequency of complications. In 27 patients operated 
on later 3 deaths occurred, 1 of them after an ex- 
ploratory thoracotomy. In the 2 grafting operations in 
the series, 1 monograft and one nvlon graft. the results 
were good. 


NEUROLOGY & PSYCHIATRY 


Research on the Etiological Definition of Meningoen- 
cephalitis of Marche Carried out During the 
Outbreak of Summer and Autumn 1955. 1. Archetti, 
A. Felici. F. Russi and C. Fua. Policlinico (sez. prat.) 
64:224-234 (Feb. 8) 1957 (In Italian) [Rome]. 


One hundred fifty-one children and 149 adults living 
in the Marche region (central Italy) had meningoen- 
cephalitis during the summer and autumn of 1955. 
The authors studied the etiology of this epidemic on 
47 strains from cerebrospinal fluid, 41 from throat 
washings, and 45 from stools. The strains were tested 
serologically and turned out to be all identical and 
classifiable under the Coxsackie group A viruses. Neu- 
tralization test showed that the strain did not belong 
to any of the 19 types strains of Coxsackie group A 
virus strains that are known. The disease was charac- 
terized by a diphasic course. The siens of the first 
period were influenza with general indisposition. 
anorexia, rheumatoid pain, rhinopharyngitis, and little 
or no fever. This first period lasted for from 5 to 8 
days. The second period was characterized by fever, 
headache, and vomiting. The fever lasted an average 
of 5 days; the meningitis lasted an average of 25 days. 
Hepatomegaly was present in 35% of the patients, 
urobilinuria in 6%, and albuminuria in 33% with evlin- 
druria in 8 patients. Most of the patients came from 
overpopulated sections of urban centers. Considering 
the large number of people who were not treated in 
hospitals, the authors estimate that 2% of the inhabi- 
tants of the area were affected by the epidemic. Most 
of the patients were stricken during the months of 
July and August. Exposure to the sun accounted for 
12% of the cases encountered in this epidemic. 


Benign Tumors of Nerves and Their Mas- 
querade. H. W. Dodge Jr. and W. McK. Craig. Min- 
nesota Med. 40:294-301 (May) 1957 [St. Paul]. 


The authors studied 3453 solitary benign tumors of 
the sheaths of peripheral nerves that were removed 
surgically at the Mayo Clinic between 1909 and 1948 
inclusive. To obtain a clearer picture of the true 
nature of these so-called benign tumors of nerve 
sheaths, the authors excluded traumatic, amputational, 
sclerosing, or diffuse plexiform neuromas;, metastatic, 
malignant, or multiple tumors; and any lesions pos- 
sibly related to Recklinghausen’s disease. The patho- 
logical diagnosis was made routinely from fixed sec- 
tions stained with hematoxylin and eosin. Special 
stains for reticulin, connective tissue, neurofibrils, and 
fat were employed in some cases. The histories of 7 
patients are presented to illustrate how these tumors 
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may mimic other disorders. Two of these illustrate 
how important it is to examine the peripheral nerves 
for evidence of tumor, even in patients with good 
“disk” stories. A third patient had various “septic foci” 
(teeth, tonsils, sinuses) removed or drained; had tried 
applications of moist heat, physiotherapy, and traction 
on the leg; and had visited many warm water spas. 
Absolute alcohol had been injected into the anterior 
crural nerves on the left. Exploratory lumbar laminec- 
tomy and rhizotomy had been done but to no avail. 
Laparotomy revealed a neurofibroma that was at- 
tached to the left femoral nerve. Removal of this 
tumor gave relief of symptoms. A patient in whom a 
benign neurofibroma was found between the 9th and 
10th ribs had had precordial pain that had been diag- 
nosed as coronary angiospasm. 

Complaints of pain and disability involving the 
neck, shoulder, and upper extremity are so common 
that the examining physician may overlook peripheral- 
nerve tumors as he considers the possibility of such 
entities as cervical hypertrophic arthritis, tumor of 
the cervical portion of the spinal cord, myelitis, pro- 
truded cervical intervertebral disk, post-traumatic 
brachial neuralgia, cervical rib, scalenus anticus syn- 
drome. bursitis, and angina pectoris. Careful palpation 
of the involved parts may be helpful, as shown in a 
patient in whom a nodule was found in the left supra- 
clavicular fossa. A benign neurofibroma was 
from one of the branches of the left brachial plexus, 
and the patient obtained complete relief. “Renal colic” 
was simulated in a patient in whom a benign neuro- 
fibroma apparently arose from a branch of the left 
lumbar plexus. Finally, typical Bell's palsy was pres- 
ent in one in whom a small neurofibroma was enu- 
cleated surgically from the facial nerve. These tumors 
of the peripheral nerves most commonly are evidenced 
by the presence of a mass along the course of a nerve, 
but if they occur in deeper tissues or in the thorax or 
abdomen an accurate diagnosis may be delayed or 
difficult. Treatment of neurofibromas is always sur- 
gical, and removal can be effected through excision 
or capsular enucleation. 


Effects of Hypocalcemia on the Central Nervous Sys- 
tem. C. R. B. Blackburn. Rocky Mountain M. J. 
54:441-444 (May) 1957 [Denver]. 


Hypocalcemia induces changes in the skin, nails, 
hair, lens, and nervous system. While there are many 
causes of chronic hypocalcemia with tetany, one of 
the commonest is still accidental removal of the para- 
thvroids during thyroidectomy. The 20 women with 
hypoparathyroid hypocalcemia all at some time had 
clinical tetany with paresthesias, cramps, or carpo- 
pedal spasms. Seventeen of 19 had a positive Trous- 
seau's sign when first seen, and 10 of 1S who were 
examined with the slit-lamp had early or definite 
cataract. Eleven of 12 patients had typical electro- 
cardiographic changes, which subsided after treat- 
ment. Symptoms relating to the central nervous 


chological changes were observed in 15 of the 20 
patients. The improvement in personality that oc- 
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curred when the serum calcium had been maintained 
at normal levels for several weeks was often remark- 
able. Mild personality changes were the most common 
findings. Depression, loss of memory, disturbed sleep, 
and emotional imbalance were more usual than frank 
psychoses. 

These symptoms may persist with little change for 
vears, and the patient may remain mentally disturbed, 
depressed, or dull. The symptoms in the older patient 
may simulate a mild senile dementia. The author ob- 
served patients who, in the words of their relatives, 
had never been normal since their thyroidectomies 10 
to 12 years earlier, yet were quite restored by a few 
weeks of normocalcemia. Epileptic seizures may oc- 
cur soon after operation. The only unusual aspects of 
these fits is carpopedal spasm early in the seizure. If 
hypocalcemia is corrected, the fits disappear perma- 
nently unless the patient has coincidental idiopathic 
epilepsy. Abnormal electroencephalographic records 
were obtained in half of the patients. Parathyroid 
he-mone is of virtually no therapeutic value. Acute 
symptoms indicate the intravenous administration of 
calcium gluconate. Long-term management requires 
attention to the calcium and phosphorus in the diet 
and the use of a calcium salt by mouth a? vitamin D 
or a homologue. The patients must be kept under 
careful control, as the response to vitamin D may vary 
so that hypercalcemia may result. The author de- 
termines the serum calcium level at regular intervals 
rather than relying on the Sulkowitch test in the urine. 


Giant Pearl Tumor of Cerebellopontine Angle. P. Al- 
bert Lasierra and A. Martinez Caro. Rev. clin. espaii. 
64:248-250 (Feb. 28) 1957 (In Spanish) [Madrid]. 


Intracraneal epidermoid is a rare tumor. Only one 
case was observed by the authors in a series of 150 
intracraneal tumors that were surgically removed. The 
tumor occurs as a rule in the region of the cerebello- 
pontine angle or, in order of frequency, in the regions 
of the optic chiasm, the Sylvian fissure, the lateral 
ventricles, or the quadrigeminal tubercles. The tumor 
grows to the size of an olive or a nut. In exceptionally 
rare cases, it may grow to the size of a hen’s egg. 
Macroscopically, the tumor is made up of a crystalline 
substance, arranged in layers of different thickness, 
simulating the structure of an onion. The tumor sub- 
stance, with the exception of the capsule, is very 
friable. Histological examination of the capsule shows 
the 3-laminar structure of the epidermis, with (1) a 
basal-cell laver, (2) a granular layer, and (3) a horny 
laver. The prognosis of surgery in these tumors is 
good provided that the capsule is entirely removed. 
Removal of the capsule of an epidermoid tumor lo- 
cated in the region of the cerebellopontine angle is 
difficult. Removal should be as complete as possible 
to prevent recurrence and the development of post- 
operative aseptic meningitis. 

A 37-vear-old woman complained of acute neuro- 
logical symptoms that had lasted for 3 years. When 
the patient was observed for the first time she had 
cachexia and was blind and deaf. A roentgenographic 
examination of the cranium did not reveal the tumor. 
A diagnosis of cerebellar tumor was made on the basis 
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of typical neurological symptoms. Repeated ventricle 
puncture caused improvement of the neu 
symptoms and of intracranial hypertension. At opera- 
tion the tumor was found to be located in the right 
cerebellar hemisphere. It was concealed by various 
arachnoid cysts, which were opened to reach the 
tumor in the region of the cerebellopontine angle. 
The tumor was huge and had the typical aspect of an 
epidermoid tumor. The large cavity about the right 
cerebellar hemisphere left after removal of the tumor 
indicated the large size of the tumor. In opening the 
capsule during its removal, the cisterns were 

and a large quantity of fluid was drained. The tumor 
was diagnosed anat thologically as an epider- 
moid tumor. The patient was given corticotropin in 
continuous intravenous drip in daily doses of 75 mg. 
in the immediate postoperative period and for a few 
days. She recovered with the permanent sequelae that 
had been previously established. 


The Problem of Alcoholism in General Practice ~— a 
Norwegian Town Illustrated by a Follow-up. 

Bastée. Tidsskr. norske laegefor. 77:298-301 (April D 
1957 (In Norwegian) [Oslo]. 


In a general practice in a Norwegian town 97 pa- 
tients (90 men, 7 women), aged between 30 and 54, 
with problems related to alcohol were treated in co- 
operation with nonprofessional workers. The percent- 
age of divorced and unmarried persons seemed to be 
higher than in the average population of the town. 
The cases were predominantly chronic and the social 
standard was low. Fifty-six persons sought aid on 
their own initiative, and 41 had been encouraged by 
others. Thirty-four had been treated earlier for alco- 
holism; 5 were addicted to narcotics as well. Many 
had been treated for nervous disease, and 21 had 
nervous symptoms on the first consultation. The med- 
ical treatment was directed mainly to the actual in- 
toxication. Disulfiram was given for a longer time as 
an adjuvant to other treatment of psychotherapeutic 
kind. Efforts were made to solve personal and marital 
problems and to get the patients back to work and 
interested in A. A., abstinence societies, or Christian 
organizations. Immediate results of treatment showed 
that 44 were well or improved. Follow-up in 63 cases 
showed 8 to be total abstainers and 26 improved. The 
duration of abuse in these 34 patients averaged 16 
years. The improvement had a significant positive in- 
fluence on the social standard. 


Prognosis for Respiratory in Severe Polio- 
myelitis. J]. E. Affeldt, A. G. Bower, C. W. Dail and 
N. N. Arata. Arch. Phys. Med. 38:290-295 (May) 1957 
[Chicago]. 


Follow-up studies for from 2 to 4 years, of 500 pa- 
tients with acute poliomyelitis who were confined to 
respirators showed that 70 died, a death rate of 14%; 
364 patients (73%) became completely independent of 
the respirator; and 66 (13%) were still using the 
respirator 2 years after the onset of poliomyelitis. Of 
the 70 patients who died within 2 years of the onset, 
39 died in the first 2 weeks. The death rate reached 
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a low plateau after the first 2 weeks and became lower 
and quite sporadic during the second year and after- 
ward. During the 4 vears of the study, there was a 
significant decrease of the death rate from 22 to 10%, 
indicating improvement in the therapeutic program. 
The greatest incidence of removal from the respirator 
occurred during the second and third months after 
onset, with a rapid decline thereafter to a low level 
of incidence, as a few patients became independent of 
the respirator each month up to and after the 2-vear 
point. By the end of first 6 months, 302 (83%) of the 
364 to become free had done so. The mean level of 
vital capacity at the time of complete removal from 
the respirator was 62% of the predicted normal, with 
a range of from 23 to 100%. The patients who re- 
mained in respirators had a mean level vital capacity 
of 16% with a range of 1 to 39%. The overlap of 25 to 
39% between the 2 groups indicates that in some of 
the patients (9%) vital capacity cannot be used for 


prognosis. 

Improved medical care helped the patients with 
more severe involvement to survive the acute phase 
and enter the convalescent phase, but this improved 
care during the acute phase does not imply that they 
will have greater functional recovery. The incidence 
of freedom from the respirator was higher than antici- 
pated, and this justifies a certain degree of optimism 
in the physician who puts a patient into a respirator 
and dispels any trace of the old concept that the 
respirator is an instrument of last resort. The fact that 
removal from the respirator usually occurred within 
6 months suggests that the recovery response of the 
respiratory muscles is similar to that of the other 
muscle groups. 


PEDIATRICS 


The Innocent (Functional) Cardiac Murmur in Chil- 
dren. D. H. Fogel. Pediatrics 19:793-800 (May) 1957 
[Springfield, 11.]. 


Of 101 children under 14 years of age who were 
referred to a community cardiac clinic for examina- 
tion, 63 (62.5%) were referred because of cardiac 
murmurs, 32 (31.7%) because of rheumatic fever or 
rheumatic heart disease, 4 (3.9%) because of congenital 
heart disease, and 2 (1.9%) because of cardiac enlarge- 
ment and chest pain respectively. Each patient was 
evaluated with respect to clinical history, physical 
examination, fluoroscopy, electrocardiogram, pertinent 
laboratory data, and follow-up examinations. Of the 
101 children, 54 (53.3%) had uncomplicated innocent 
systolic murmurs. Seven of 10 children with a history 
of rheumatic fever also had an innocent systolic mur- 
mur, which would make the incidence of innocent 
murmurs 60.4% in all children referred for cardiac 
evaluation. 

There are four types of innocent systolic murmurs, 
namely, the “vibratory” parasternal-precordial systolic 
murmur, the blowing pulmonic murmur, the cardio- 
respiratory murmur, and the hemic murmur. The first 
of the 4 was the most common. The blowing pulmonic 
systolic murmur was next in frequency and was more 
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prevalent in children over 10 years of age, as the 
“vibratory” parasternal-precordial murmur decreased 
in incidence. Of the uncomplicated innocent systolic 
murmurs, the site of maximal intensity was at the apex 
in 6 patients (11.1%), at the pulmonic area in 7 (12.9%), 
and in the Srd and 4th intercostal spaces at the left 
sternal border in 41 (76%). No cardiorespiratory mur- 
murs were noted. Patients with an innocent systolic 
murmur were discharged from further cardiac follow- 
up. provided that their clinical history was negative 
and that they had the typical characteristics of an 
innocent systolic murmur, normal cardiac size and 
contour as revealed by roentgenogram and/or flvoros- 
copy, and normal electrocardiogram. 


Treatment of Basedow’s Disease in the Child. |. Marie. 
G. See, |. Guedeney and J.-L. De Gennes. Semaine 
hép. Paris 33:1607-1613 (April 22) 1957 (In French) 
[Paris]. 


The statistics of authors who have had wide experi- 
ence in the treatment of thyroid disturbances show 
that exophthalmic goiter rarely occurs in young chil- 
dren. Thus only 157 children in a series of 15,000 pa- 
tients with hyperthyroidism treated at the Mayo Clinic 
were found to have exophthalmic goiter (1.5%). How- 
ever, in 1955, 2 little girls, agea 5's and 8 years, came 
by chance to the authors within the space of a few 
days for treatment of this condition. Immediate op- 
eration on the thyroid gland in children with goiter 
has produced excellent results, but, because of the 
uncertainty surrounding the possible late results of 
such operations in young children, the authors de- 
cided to try medical treatment first and to operate 
only if it failed. The wisdom of this decision is shown 
by the fact that neither patient has required surgical 
treatment and that both are now leading lives normal 
for children of their age. 

The preparations used were the synthetic antithy- 
roid drugs, benzv Ithiouracil (Basdene), later replaced 
by methyl-2-mercaptoimi (methimazole, mar- 
keted in France as Basolan); small doses of thyroxine. 
0.25 to 0.5 mg. daily, to check the production of hypo- 
physeal thyreostimuline and reduce exophthalmos; 
and barbiturates, which were given freely to reduce 
neurovegetative excitability. The initial treatment 
should begin with a period of bed rest, during which 
the patient is isolated from all causes of nervous irrita- 
tion and excitement. Separation from the other mem- 
bers of the family is sometimes advisable, and hos- 
pitalization may provide a beneficial break in the 
usual routine. The diet should be varied and rich in 
glucides and lipids. Increasing doses of an antithyroid 
drug should be given during this initial period, which 
may last for 1 or more weeks, until the optimum dose 
has been determined. The therapeutic objective in the 
next stage, during which administration of the drugs 
is continued, is to secure not only the restoration of a 
normal general condition but also the regression of 
the goiter and, if possible, of the exophthalmos. This 
stage, which may last for months or even for a year 
or more, is followed by one in which the dosage of 
the drugs is gradually reduced until at last they can be 
discontinued. Treatment of this kind is necessarily 
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prolonged, but the condition is usually stabilized 
within 2 or 3 months and the children can then grad- 
ually resume their normal activities, and especially 
their schooling. Treatment was discontinued in the 
authors’ patients at the end of 3 vears, and periodic 
checks of the clinical and biological signs during the 
last 2 vears have so far proved the stability of the cure. 


Hypophosphatasia. D. Fraser. Am. J. Med. 22:750-746 
(May) 1957 [New York]. 


The author reviews the cases of 14 male and 21 
female patients between the ages of 2 months and 44 
vears with hvpophosphatasia who have been reported 
on by other workers. He divides these patients into 3 
croups, the first comprised of 16 infants in whom 
lesions were present at birth or within the first 6 
months of life. the second comprised of 15 children in 
whom lesions gradually became apparent after the 
age of 6 months. an’ the third comprised of 4 patients 
in whom hvpophosnhatasia was first diagnosed in 
adelt life. There is now good evidence that hypo- 
phosphatasia is a specific disease characterized by 3 
salient features, namely, abnormal mineralization of 
bones, diminished alkaline Phosphatase activity, and 
increased urinary excretion of ph vlethanola 
mine. Little factual information is available concern- 
ing this rare and only recently discovered condition. 
There is strong evidence that hypophosphatasia is 
genetically determined. It is reasonable to suggest 
that the bone lesions are the result of a disturbance 
in the cellular process concerned with either the elab- 
oration of organic matrix, or its calcification, or both. 
Since the osteoblast is considered to play a key role in 
the control of both matrix formation and mineral de- 
position, and since the enzyme it elaborates, phos- 
phatase, has been variously implicated in both proc- 
esses, further elucidation of the primary disturbance 
in hypophosphatasia may contribute materially to the 
understanding of the fundamental physiology of bone. 


Vitamin D Resistant Rickets: Diagnosis and Manage- 
ment. C. W. Daeschner Jr. Texas J. Med. 53:324-329 
(May) 1957 [Austin]. 


The author reports on 6 children between the ages 
of 1 and 7 years and 2 adults aged 22 and 38 years, 
respectively, with vitamin D-resistant rickets charac- 
terized clinically by florid rachitic deformities of the 
extremities, vertebrae, skull, and costochondral junc- 
tions. Skeletal deformities such as bow legs, knock 
knees, and palpable enlargement of the epiphyses were 
present in all 8 patients. Dwarfism of marked degree 
was observed in 4, and the remaining 4 patients 
showed early but definite evidence of retarded statural 
growth. Dental abscesses with tooth loss occurred in 
7 patients. There were 3 involved members in 1 fam- 
ily (mother and 2 children) and 3 in another family 
(patient and his 2 paternal cousins). The diagnosis of 
resistant rickets was established at an average of 3% 
years in the 6 children, and only in adult life in the 
2 adult patients. An initial diagnosis of rickets of the 
vitamin D-resistant type was made in only 2 of the 8 
patients. The others had been previously thought to 
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be achondroplastic and were, therefore, not properly 
treated. Laboratory examination of the serum inor- 
ganic phosphorus, alkaline tase, and calcium 
levels will serve to differentiate these conditions. Vita- 
min D in doses of 300,000 to 1 million units daily may 
be necessary to promote healing initially, and one- 
third to one-fourth of this amount is usually sufficient 
for maintenance therapy. Toxic reactions to vitamin D 
may develop in these patients and are characterized 
by polyuria, thirst, headache, and anorexia. The onset 
of any of these symptoms is indication for immediate 
cessation of administration of vitamin D for 7 to 10 
days, and treatment should then be reinstituted at a 
reduced dose level. 


Treatment of Mumps Orchitis with Cortisone and 

P. Van Den Bon. Nederl. ti ' 
geneesk. 101:753-754 (April 27) 1957 (In Dutch) [Haar- 
lem, Netherlands]. 


The author describes observations on 2 boys with 
mumps orchitis, aged 15% and 15 years respectively. 
The first had painful swelling of the scrotum and its 
contents, and the history revealed that 8 days before 
he had had a swelling of the parotid gland on the left 
side, followed 53 days later by parotitis on the right 
side. The parotitis had taken the usual course up to 
the Sth day, but on the 9th the temperature suddenly 
increased to over 40 C (104 F), both testes became 
swollen and painful, and there was erythema and 
edema. Symptoms of meningeal involvement and of 
mumps pancreatitis also appeared. Treatment with 
hydrocortisone and with estrogen was begun, and 
rapid improvement followed. In the second patient, 
the testicular swelling was unilateral and the process 
was less serious than in the first patient. This patient 
was treated with rest, estrogenic substances, and 


corticotropin. 

The author believes that, particularly in patients 
with bilateral involvement and severe swelling, drain- 
age is advisable. Antibiotics are of no practical value. 
Estrogens should be given prophylactically to all pa- 
tients with mumps who have passed puberty, to pre- 
vent orchitis. Gamma globulins, blood, or serum from 
convalescents is theoretically advisable but can rarely 
be applied in practice. Observations on the 2 patients 
presented corroborate the observations of other inves- 
tigators that cortisone, corticotropin, or other adrenal 
extracts should be used. 


Prednisone and Prednisolone in the Treatment of 
Eczema in Nurselings and Young Children. F. 

and M. Cajati. Minerva pediat. 9:250-257 (March 3) 
1957 (In Italian) [Turin, Italy]. 


Prednisone was used in 19 infants between the ages 
of 3 and 25 months; there were 10 cases of dry eczema, 
7 of weeping eczema, and 2 of bronchial asthma with 
minimal cutaneous findings. Prednisolone was used 
in 16 infants in the same range of ages; this group 
included 8 cases of dry eczema, 7 of weeping eczema, 
and 1 of bronchial asthma. The intial dosage of 3 mg. 
per kilogram per day was the same for the 2 drugs; it 
was given in divided doses at 12-hour intervals. This 
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level was maintained not longer than 10 days, it was 
gradually reduced before or at that time and continued 
not longer than 30 days in the case of prednisone and 
27 days in the case of prednisolone, unless the symp- 
toms were relieved before that time. 

The prednisone had various degrees of success in 
different patients. In 2 of the 10 cases of dry eczema 
the cure persisted after the treatment was discon- 
tinued, and in 2 others the cure was complete but the 
eruption returned when treatment was stopped; in 5 
others there was improvement and in 1 there was 
failure. The prednisolone gave similar results. In 2 of 
the 8 cases of dry eczema the cure persisted after treat- 
ment was discontinued, and in 2 others the relief was 
complete but temporary, in 2 there was improvement 
and in 2 there were failures. 

The results for weeping eczema and for asthma 
varied likewise from patient to patient. Of 5 patients 
who received prednisone for bronchial asthma, 2 ob- 
tained relief persisting after the end of treatment, but 
in 3 the symptoms returned when the treatment 
stopped. Of 4 patients who received prednisolone for 
bronchial asthma, 3 obtained relief persisting after the 
end of treatment, and in 1 the symptoms returned 
when the treatment stopped. In 7 of the 9 asthma 
patients the treatment was accompanied by a signifi- 
cant fall in the eosinophil count. The authors also 
obtained data on total blood protein, total white blood 
cell count, and differential white blood cell count and 
found only favorable effects in these areas. 

Neither drug caused serious side-effects in the 
dosage used. It was the impression of the authors that 
prednisolone was prompter than prednisone in_ its 
action. Because of the favorable results obtained in 
some patients and the absence of undesired side- 
effects, the authors recommend a more widespread 
trial of these 2 substances for eczema and asthma in 


children. 


Shigellosis: Pediatric Aspects, with Special Reference 
to Central Nervous System Manifestations. S. G. 
Thompson and T. C. Panos. Texas J. Med. 53:320-323 
(May) 1957 [Austin]. 


Of 68 children with the sporadic form of shigellosis, 
20 were aged less than 1 year, 23 between the ages of 
1 and 2 years, 21 between the ages of 3 and 6 vears, 
and 4 between the ages of 7 and 15 vears. No deaths 
occurred. Duration of hospitalization ranged from 5 
to 10 days. Diarrhea was the initial symptom of the 
disease in 34 patients (50%). Thirty-three patients had 
bloody diarrhea, 33 had nonbloody diarrhea, and only 
2 had no diarrhea. Many patients showed evidence of 
involvement of the central nervous system, such as 
convulsions in 15, mental confusion in 7, nuchal 
rigidity in 5, and severe headache in 4. Anemia was a 
common finding and was severe enough to require 
blood transfusions in 14 patients. Lumbar puncture 
was performed in 25 patients. By using the rather 
conservative criterion of requiring more than 10 cells 
in the spinal fluid in order to establish pleocytosis, 
there were 8 patients with elevated cell counts. The 
spinal fluids of an additional 5 patients contained be- 
tween 5 and 10 cells per cubic millimeter. 
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Clinical suspicion is the key to the early diagnosis 
of shigellosis, which, despite the sporadic form of its 
occurrence, constitutes an important public health 
problem in Texas. Isolation of the Shigella organisms 
provides the only conclusive confirmation of the dis- 
ease. The use of a battery of mediums and special 
bacteriological techniques should be adhered to. The 
best and most practical method of obtaining a stool 
specimen is by the use of the rectal swab. A significant 
number of patients respond satisfactorily to the usual 
symptomatic measures. The broad-spectrum antibi- 
otics are at least as effective as sulfadiazine. Combina- 
tion drug therapy is recommended for patients with 
chronic or resistant disease. 


DERMATOLOGY 


The Effect of Antibiotic Therapy Upon Enteric Bac- 
teria in Acne Vulgaris. D. E. Loveman and R. O. 
Noojin. J. Invest. Dermat. 28:183-186 (Feb.) 1957 
[Baltimore]. 


The investigations described were undertaken to 
determine the difference in the lower intestinal bac- 
terial flora of 10 patients with severe pustular acne 
vulgaris before and after antibiotic therapy. There 
were 8 females and 2 males. Fecal specimens were 
obtained by inserting a sterile cotton swab into the 
rectum and rotating it several times over the rectal 
mucosa. The swab was then immediately streaked over 
2 blood agar plates, 1 of which was incubated under 
anaerobic and 1 under aerobic conditions. No enteric 
pathogens were isolated from any of these patients. 
The flora isolated were similar to those usually iso- 
lated from healthy persons. Cultures where also made 
from the pustules of each patient, and the organisms 
were tested against the following antibiotics: chlor- 
amphenicol, erythromycin, tetracycline, chlortetracy- 
cline, oxytetracycline, and penicillin. The antibiotic to 
which the patient's organism was most sensitive was 
prescribed. The antibiotics used were erythromycin, 
potassium penicillin G, and oxytetracycline. The 
pustular acne phase of each patient was improved. In 
9 of the patients, the lower enteric bacterial flora was 
qualitatively altered. With these data it cannot be 
stated whether these changes in the bacterial flora 
significantly influenced the patients’ clinical improve- 
ment. 


Research on the Function of the Endocrine Glands in 
Patients with Different Dermatoses Related to the 
Menstrual Cycle. C. Tinozzi and L. Bruni. Minerva 
$32:69-S1 (March) 1957 (In Italian) [Turin, 
Italy]. 


The function of the endocrine glands and its rela- 
tionship to certain forms of dermatosis was studied in 
15 patients with juvenile acne, rosacea, alopecia, 
kraurosis vulvae, or eczema. One patient was 70 years 
old and the others were 15 to 45 years old. Hyper- 
folliculinism was present in most of the patients. 
Gynecologic examination showed no organic altera- 
tions in 3 sexually mature patients. The authors think 
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that in these patients the hyperfolliculinism was 
caused by functional anomalies related to an excess 
of follicle-stimulating hormone. Two patients had 
marked hepatic insufficiency. The authors believe that 
the hyperfolliculinism was caused by insufficient de- 
gradation of the estrogens when these passed through 
the liver. Aggravation of the dermatosis occurred in 
all patients 5 to 6 days before menstruation, when the 
amount of hormones present in the body is at its peak. 
with folliculin deficit and an excess 

of androgens was observed in patients with juvenile 
acne. Premenstrual eczema was always accompanied 
by an excess of estrogens and alopecia by a deficiency 
of estrogens. Treatment of the endocrine disturbance 


Surgical Extirpa- 
‘ion. H. G. Tabb. Laryngoscope 67:269-341 (April) 
1957 [St. Louis]. 


Sixty cases of carcinoma of the maxillary sinus were 
collected from 3 hospitals in the course of 16 years. Of 
the 60 patients, 42 are known to be dead after periods 
varying from 1 month to 7 vears and 5 months. Only 
palliative measures were used in 5 of the 42 patients. 
Of the 18 not known to be dead, 11 were alive when 
last seen but in all of them the disease was regarded 
as uncontrolled. The remaining 7 patients were known 
to be alive and well for periods varying from 3 years 
to 12 years and 3 months after treatment, but only 4 
of these had survived for 5 years. The numbers are too 
small to be significant, but it is of clinical interest that 
6 of the 7 survivors were treated surgically, with or 
without irradiation, and that all 4-year survivors were 
thus treated. 

Carcinoma of the maxillary sinus is an infrequent 
disease, for which no universally applicable causative 
factor has yet apparent, though chronic irrita- 
tion undoubtedly plays a role in some patients. Most 
tumors (48 of the 60) were of the squamous cell type, 
and in a large proportion the tumors were anaplastic. 
Because the disease was usually far advanced when 
the patient was first seen, the precise point of origin 
was often difficult to determine. The fairly general 
belief that carcinoma of the maxillary sinus is a local- 
ized disease, in which metastases seldom occur, was 
not warranted by the facts. The metastases might not 
be observed for 2 reasons—the patients often die be- 
fore obvious metastases occur, and metastases are not 
sought for. If autopsy could be secured in every case, 
the thinking on this point would become quite differ- 
ent. The most unfortunate consideration in carcinoma 
of the maxillary sinus is the rather general acceptance 
of the late clinical findings as classic. With care, a 
history of early, presumably insignificant symptoms 
can usually be secured. Unless the emphasis is placed 
on these early symptoms and unless physicians develop 
a higher index of suspicion than now exists in regard 
to this disease, the results are not likely to improve. 


MEDICAL LITERATURE ABSTRACTS 1719 


Diagnosis rests on clinical and roentgenologic exam- 
ination and biopsy of an ulcerated area on the cheek 
or in the mouth. Aspiration biopsy and cytological 
examination are useful adjuncts, but formal biopsy is 
essential in every case; frozen section is not an accept- 
able substitute. The pendulum of management has 
swung from primary resection to primary irradiation. 
Now treatment is based on primary radical resection 
followed, in selected patients, by irradiation. Radical 
operation always includes maxillectomy. The orbital 
contents should be removed or allowed to remain in 
situ according to the indication in the particular case. 


irradiation. Death from this disease can be so pro- 
longed and terrible that these circumstances must be 
considered in evaluating the surgical risk. 


Mastoiditis in Alaska: Surgical Experiences with 122 
Consecutive Cases. M. H. Fritz. Northwest Med. 57: 
563-577 (May) 1957 [Seattle, Wash.]. 


Middle ear disease and mastoiditis represent an 
important health problem in Alaska. In the Native 
Health Service Hospital at Anchorage there are at 
present 28 patients recovering from mastoidectomy on 
one or both ears or awaiting mastoidectomy. The 
author estimates that the native (Eskimo, Indian, and 
Aleut) population of about 50,000 persons includes 
probably 3,000 patients with mastoiditis and that the 
number requiring speech and hearing rehabilitation 
and hearing aids must be more than 3,000. This report 
is concerned with 122 consecutive patients (including 
94 Alaskan natives) in whom the author performed 
operations for mastoiditis. A total of 149 ears were 
operated on. The postoperative follow-up has ranged 
from 4 weeks to 8 vears. The mastoiditis was con- 
sidered cured when the cavity was dry and completely 
epithelialized, with no communication to the eusta- 
chian tube. Conversely, any unepithelialized cavity 
or one which had an open eustachian tube was not 
considered cured. By these criteria 31% were failures 
and 69% were cured. Thirty-four revisions were done 
because of lack of progress toward healing, indolent 
wound healing, or excessive, exuberant granulations. 
Twenty-nine ears needing one or more revisions had 
received grafts at primary operation. 

The author believes that in the patients operated on 
during the earlier years the healing process was too 
frequently interfered with. Now nothing enters the 
wound except sterile aureomycin powder or a mixture 
consisting of Terramycin, polymyxin, and Timofax 
powders. No instruments are introduced into the 
wound, and no swabs of any kind are used. In the 
absence of grafts, as is the practice now, the cavities 
become shallow very rapidly. There are very few in- 
stances where granulations become indolent or exu- 


oe Controlled hypotensive anesthesia is a useful tech- 
nique in selected patients. The technique and dosage 

with estradiol, progesterone, or testosterone was al- of irradiation therapy is determined by the radio- 
ways beneficial. Premenstrual symptoms disappeared therapist, but the best results are secured when he 
completely in some patients. and the surgeon work in close cooperation. The 
recorded results of treatment of carcinoma of the 

on maxillary sinus are discouraging, but in recently re- 
OTOLARYNGOLOGY ported series the results were best when treatment 
Carcinoma of the Antrum: An Analysis of 60 Cases consisted of radical resection followed by selective 

i 
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berant. The author deplores that the health service of 
the natives of Alaska has been and still is inadequate. 
All means must be used to simplify the mastoid opera- 
tion and the postoperative care. Occasionally nature 
performs a mastoidectomy by gradual sclerosis of the 
mastoid process and final lining of the middle ear 
(with its ossicles gone) and the antrum with a smooth 
epithelium. With completion of this automastoidec- 
tomy, hearing is, of course, gone. This process, in the 
Alaskan native, is not completed until the patient is 
between 30 and 35 vears of age. Generally the process 
is not self-limited but aborts into the labyrinth, the 
dura, or the lateral sinus or continues for the patient's 
entire life as a mixture of foul discharges from bone 
necrosis and cholesteatoma that can only be termi- 
nated by surgery. 


THERAPEUTICS 


The Treatment of Leprosy with Diamino-Dipheny! 
Sulphoxide: A Progress Report. T. F. Davey, A. M. 
Kissaun and G. Moneta. Leprosy Rev. 28:51-59 (April) 
1957 [London]. 


The molecular structure of diaminodiphenylsulf- 
oxide is similar to that of diami _In 
a short-term trial Buu-Hoi and co-workers had found 
that diaminodiphenylsulfoxide was comparable in 
activity to « liaminodiphenylsulfone. Supplies of diam- 

ulfoxide were obtained for a trial in 
Nigeria, par the authors gave the drug in doses of 
100 mg. daily to a representative group of 24 patients 
with leprosy, none of whom had received chemothera- 
py previously. Patients of the test group were matched 
individually against patients of a control group being 


treated with diami fone. At the end of 
the 15-month trial period 18 of the patients had re- 
ceived the diaminodiphenylsulfoxide for a vear or 


longer. In respect to its activity against Mycobacte- 
rium leprae the drug was found to be comparable to 

i henylsulfone, that is, the findings of Buu- 
Hoi and his associates were confirmed. Clinical prog- 
ress was satisfactory in all patients and very gratifying 
in some. Routine tests showed that the number of 
bacilli declined in all patients, but the decline was 
irregular in degree, adults showing more progress 
than children. Toxicity was not of a high order at the 
dosage used. A mild degree of anemia encountered in 
the early stages of treatment was self-limiting and 
called for no interruption in the treatment schedule. 
Complications of treatment were insignificant. The 
drug is considered worthy of wider trials. 


Protection by Diethyldioxystilbenedipropionate Against 
Leucopenia Due to Roentgen Therapy. L. Bellesia, E. 
Lusvarghi, C. Pasquinelli and M. Dardari. J. Fac. 
Radiologists $:239-249 (April) 1957 [Bristol, England]. 


Diethyldioxystilbenedipropionate as a protection 
against irradiation leukopenia was given to 10 patients 


with ly lomat lymphosarcoma, and ma- 


lignant epithelial new growths who were receiving 
roentgen therapy for these conditions. The total dose 


Aug. 10, 1957 


of the drug varied from 8.5 to 35 mg. These patients 
were compared with other patients with similar con- 
ditions to whom diethyldiovystilbenedipropionate was 
not given as regards both the site and the stage of 
disease. Results showed that diethyidioxystilbenedi- 
propionate can prevent irradiation leukopenia. The 
previous findings by Storti and co-workers that this 
drug acts similarly during chemical antimitotic therapy 
suggest that the type of antiblastic agent used is im- 
material. Combined roentgen and stilbene therapy 
permitted the use of larger doses of x-ray with satis- 
factory results of treatment in patients in whom the 
leukopenia would otherwise have necessitated the 
premature interruption of treatment. It is possible to 
prolong roentgenotherapy and to give larger doses 
than usual because leukopenia appears more slowly 
and is less severe. It is possible in patients with severe 
leukopenia to institute and complete roentgenotherapy 
when otherwise it would have been dangerous to the 
patient. The mechanism of the protection against 
lenkopenia by the drug is still uncertain. 


RADIOLOGY 


The Treatment of Recurrent Carcinoma of the Rectum 
by Supervoltage X-ray Therapy. |. G. Williams, |. M. 
Shulman and |. P. Todd. Brit. J. Surg. 44:506-508 
(March) 1957 [Bristol, England]. 


This report is concerned with 82 patients in whom 
rectal carcinoma recurred after surgical treatment. 
The commonest symptom of recurrent neoplasm was 
pain, which generally occurred in 1 of 3 places: the 
perineum, the lumbar region, and the leg. Perineal 
pain is often described as “where the rectum used to 
be.” Back pain is most commonly a nagging ache and 
situated in the small of the back. Leg pain is usually 
sciatic in character. In the early small localized re- 
currences an attempt at radical cure was made. When 
the recurrence was more widespread locally or pre- 
sented as a metastasis, in cither soft tissue or bone, 
palliative treatment to relieve symptoms was carried 
out. A dose of 6,000 ¢ in 6 weeks was delivered when 
radical therapy was the aim. In palliative treatment 
for relief of symptoms a dose of 3,000 to 4,000 r was 
fractionated over 3 or 4 weeks. Roentgen rays gen- 
erated at 1000 kv. were employed in all patients. Two 
advantages of rays at this kilovoltage over the con- 
ventional 250-kv. rays are a more homogeneous dis- 
tribution of radiation to the volume treated and a far 
superior skin-depth dose ratio. with resultant diminu- 
tion in the severity of the skin reaction. At super- 
voltage x-ray level there is no differential absorption 
in bone, as occurs at 250 kv. Seventy-one of the 82 
patients benefitted from the treatment. Recurrent 
carcinoma of the rectum can seldom, if ever, be treated 
by surgery, apart from neurosurgical methods. Further- 
more, if the surgeon is not satisfied with the excision 
or if the pathological report shows extensive local 
spread or a high grade of malignancy, a course of 
supervoltage x-ray therapy offers the best chance of 


a cure. 
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BOOK REVIEWS 


Clinical Toxicologs of Commercial Products: Acute Poisoning 
(Home & Farm). By Marion N. Gleason, Research Acsistant in 
Pharmacology, School of Medicine and Dentistry, University of 
Rochester, Rochester, N. Y.. Robert E. Gowelin, M.D... Ph.D., 
Professor of Pharmacology, Dartmouth Medical School, Han- 
over, N. H., and Harold C. Hodge, Ph.D... D.Sc., Professor of 
Pharmacology and Toxicology, School of Medicine and Dentist- 
ty, University of Rochester, Cloth. $16. Pp. 1160, with Mustra- 
tions. Williams & Wilkins Company, Mount Royal and Guilford 
Aves., Baltimore 2, 1957, 


Here is a much needed reference to the toxicology 
of chemical products. When one considers that there 
are about 250,000 trade-name products, the magnitude 
of the subject and the amount of research involved 
will be appreciated. Today potentially toxic chemicals 
in various products are widely used in and around 
the home. Due to careless handling and storage and 
the lack of informative and precautionary labeling. the 
physician may be called on to treat cases of accidental 
poisoning. It is impossible for him to be familiar with 
the general formulations of these products, the toxicity 
of their ingredients, and recommended therapy. This 
volume provides valuable assistance in these problems 

The seven sections of this book are differentiatec 
by colored paper. Section | outlines general emergency 
procedures and precautions required in all cases of 
acute poisoning. Section 2 is an alphabetical compila- 
tion of chemical ingredients commonly found in com- 
mercial products used around the home. Their acute 
oral toxicity is estimated and a brief description of 
toxic effects and/or cross references to more detailer 
information in sections 3 and 4 is aiven. Section 3 
summarizes clinical and experimental data on com- 
pounds and classes of compounds. It emphasizes toxic 
signs and symptoms and recommended therapy. Sec- 
tion 4 deals with techniques of supportive treatment. 
Section 5 lists over 15.000 trade names of products that 
might be involved in poisoning. The category of use 
is indicated for each product and in most cases the 
ingredients are named. An asterisk marks those ingredi- 
ents expected to be responsible for harmful effects. 
Section 6 presents basic formulas representative of the 
types of products listed under trade names. Section 7 
gives the names of all the manufacturers of the 
products appearing in the trade name index. This book 
performs a great service to physicians and represents 
the collaboration between a team from the University 
of Rochester and 4,500 manufacturers. 


Text-Book of Orthopaedic Medicine. Volume Ul: Treatment by 
Manipulation and Massage. By James Cyriax, 
Physician to Department of Physical Medicine, St. Thomas's 
Hospital, London. Fifth edition. Cloth. $6.50. Pp. 373, with il- 
lustrations. Paul B. Hoeber, Inc. (medical book a of 
Harper & Brothers), 49 E. 33rd St., New York 16, [n.d.). 

This book uses the same general outline and princi- 
ples as those used in volume |. Unfortunately, the 
author repeatedly makes dogmatic statements, indicat- 
ing that his opinion is correct to the total exclusion of 


ties but do not represent the oy 


anyone else's. He gives no experimental proof by either 
animal investigation or histological sections to support 
the validity of many of his statements. One might 
agree with the statements that much of the so-called 
physiotherapy that is applied is totally useless but 
not with the statement that every condition the author 
lists under his treatment schedule can be dramatically 
cured by deep friction massage. The amount of force 
he uses in traction is not without danger. He states 
that stretching of the neck with 100 Tb. of traction can 
increase the distance from the first thoracic to the 
tourth cervical vertebra by 7 to 8 cm. but gives no 
roentgenographic proof, It would seem that such an 
amount of stretching might cause irreparable nerve 
laumage. Also the amount of traction recommended 
tor the lower back is so great that permanent nerve 
damage might be anticipated. The author stresses in 
many places his ability to reduce dislocated cartilagi- 
nous masses. In the first place, since cartilaginous 
tasses are not seen in reentgenograms, how does the 
withor know without surgical exploration that a 
cartilaginous mass is displaced? This is particularly 
true in manipulations at the knee joint. No physiologi- 
cal basis is given or can be imagined for the author's 
manual vibration for intra-abdominal lesions of the 
stomach, duodenum, and colon. This book makes in- 
teresting reading, but it contains too many debatable 
points to be recommended to medical students or 
residents. 


Surgery: Principles and Practice. [Edited by! J. Garrott Allen, 
of Surgery, University of Chicago, Chicago, 
Henry N. Harkins, M.D., Ph.D... Professor of Surgery, University 
of Washington School of Medicine, Seattle, Carl A. Moyer, 
\LD., Bixby Professor of Surgery, Washington University School 
of Medicine, St. Louis, and Jonathan E. Rhoads, M.D... D.Se., 
Professor of Surgery, University of Pennsylvania School of Medi- 
cine and Graduate School of Medicine, Philadelphia. Contribu- 
tors: William E. Adams, M.D., and others. Cloth. $16. Pp. 1495, 
with 623 illustrations. J. B. Lippincott Company, 227-231 S. 
Sixth St., Philadelphia 5; 2083 Guy St., Montreal, Canada; Pit- 
man Medical Publishing Company, Ltd., 45 New Oxford St. 
London, W.C.1, England, 1957. 


This comprehensive book was designed primarily for 
use by medical students. It is sufficiently detailed and 
current to serve as an excellent reference work for the 
practicing surgeon, and its systematic organization 
should make it of interest to teachers. The editors are 
distinguished surgeons with broad experience, teach- 
ers whose ability is recognized, and research workers 
who have made significant contributions to medical 
knowledge. The other contributors are of similar 
ability. The first chapter is an excellent discussion of 
surgical philosophy. Surgery is defined as “a body of 
knowledge not only of operative techniques but also 
of human anatomy, biochemistry, physiology, phar- 
macology, pathology, bacteriology, medicine and 
psychology.” The obligations of the surgeon in pa- 
tient care and beyond patient care are well presented. 
The modern concepts of surgery serve as the basis of 
organization of the succeeding . Fourteen 


chapters 
chapters are devoted to the basic sciences and their 


gastric resection. The technique for vagotomy is in- 
cluded. The author wisely recommends the use of a 
T-tube for drainage following cholecystectomy. Radi- 
mastectomy is recommended 


al 
1 


This is not a reference textbook for the anesthesiologist 

but an introduction to the specialty of 

It deals with the basic problems relative to anesthesia, 

starting with such subjects as records and 
anesthesia 


who would like to have a basic understanding of anes- 
anesthesiology, in that it should orient him as to the 


loving and petting and may be contemplating mar- 


teacher, a student counselor, and the better informed 
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application to diagnosis, preoperative preparation, and edition and has revised the text. He has emphasized 
treatment. Thereafter, disease entities, arranged only the clinical aspect of medical science and has 
usually according to organs, are discussed. Brief his- done an excellent job of limiting his discussion to 
torical notes, basic science relations, diagnosis, and diseases most commonly encountered by the general 
treatment are covered. The bibliographies at the end of practitioner. This book should be of great value to 
the chapters are good and manifest careful discrimina- practicing physicians. 
tion in judgment. This is an outstanding contribution 
in which little can be found to criticize. Manual of Anesthesiology for Residents and Medical Students. 
per, M.D. Number 298, American ite Series, 
We lor Su monograph in Bannerstone Division of American Lectures in 
Pp. 594, with 272 illustrations. Paul B. Hocher, Inc. (medical Paftment of Anesthesia, Charity Hospital, New Orleans. Cloth. 
book department of Harper & Brothers), 49 E. 33rd St., New $4.25. Pp. 170, with 13 Mustrations. Charles C Thomas, Pub- 
York 16, [1956]. lisher, 1-327 E. Lawrence Ave., Springfield, IL; Blackwell 
Scientific Publications, Ltd., 24-25 Broad St.. Oxford, England: 
For a book on surgical operations, this is a relatively Ryerson Press, 299 Queen St.. W.. Toronto, 2B, Canada, 1957. 
small volume. Accordingly, the subject matter is great- >, of this manual lists the ‘ 
ly limited. The author has made no attempt to discuss 
indications for operation or preoperative and post- 
operative care. The material is taken up by regions 
rather than by disease. By limiting the text to tech- 
niques alone, the author was able to discuss many sub- 
jects, including those belonging to subspecialties. The 
first 60 pages deal with detailed technique, ligating to the basic physiology and physics relative to anes- 
various arteries throughout the body, and a thorough thesia. Following this, the various techniques and 
discussion of anatomy. The author devotes 16 pages to complications of anesthesia are discussed. The paper 
injections of BSS VES. The technique described on which the book is printed facilitates reading. Ihus- 
fully with detailed description of anatomy. Sixty-seven trations are not included unless they serve a useful 
pages are devoted to amputations, hemipelvectomy = purpose. Each drawing and table is neatly labeled V 
not included. The author approves the anticolic Polya and is of value to the reader. This book should be very | 
useful to the medical student, the nurse, and others 1 
basic problems. It has an adequate index. 
For Teen-Agers Only: The Doctor Discusses Marriage. By 
Frank Howard Richardson, M.D., F.A.C.P., F.A.A.P. With in- 
ee troduction by Paul Popenoe, Sc.D.. Director, American Institute 
t of Family Relations, Los Angeles, Cloth, $2.95. Pp. 112. Tupper 
& Love, Inc., 55 Fifth Ave... New York 3, 1957, 
m SurgHty. This light, fast moving story of teenagers is a vehicle 
Hendbeck of Difereaticl Di By Harold Thomas for serious factual teaching about the physical, emo- 
Hyman, M.D., Consulting Phy om tet tied tional, and social foundations of marriage and the 
Hospital, Long Branch, N. J. Second edition. Cloth. $8. Pp. 801. hazards in premarital sex rel»tions. Dr. Richardson 
J. B. Lippincott Company, 227-231 S. Sixth St., Philadelphia 5: has written severs! books for and about children and 
2083 Guy St. Montreal, Canada, Sir Isaac Pitman & Sons, Ld. the problems of growing up. This one is directed to 
Pitman Howse S41 Parker St., Kingsway, London, W.C2, upper-class high-school students of both sexes who 
‘ ; are caught in the emotional excitement of teenage 
This book fills the need for a type of book betwen (777777 
complete textbooks of the various phases of medicine riage. Through the conversation of a family physician, 
and the simple outlines of disease entities. It is of a iain 
handy size for use as a reference book. The first section, 
printed on blue paper, lists about 3,200 signs and among the young people, the facts are given in simple 
symptoms in alphabetical order with a reference to terms. Among the questions raised are these: “What is 
pages to be consulted in the text. Each symptom or love?” “Why should we wait?” “How can I prepare for 
sign is discussed briefly as to cause and functional de- marriage?” “Am I ready for marriage?” “Is my ‘in- 
rangements. Each disease which can produce the sign tended’ ready for marriage? and “How much fun is 
or symptom is listed, pathognomic characteristics of ‘having fun’?” There is also a discussion of promiscuity. 
the disease are noted, and specific therapeutic advice This book can serve two purposes: it is suitable for 
is included. There are no bibliographic references or putting into the hands of teenagers and, since it gives 
illustrations. The sections on chemical poisonings and much information in a brief and organized form, it is 
occupational hazards are particularly commendable. worthwhile reading for physicians who counsel teen- 
The author has added several new sections to this agers. 


QUERIES AND MINOR NOTES 


INCIDENCE OF DIPHTHERIA 
To tue Eprror:—Is diphtheria becoming the ~ 

illness"? When I read that the total reported cases 
reported among the 160-odd million citizens of the 
United States to date is 380, my credulity is given a 


t luxuriantly 
the down grade. The ance on the part of clin- 
ic‘ans to make a clinical diagnosis in the absence of 
laboratory is very clear to me in this 
deaths which are ascribed 
to “myocarditis” are the end-result of an un- 
treated case of diphtheria, it seems to me, and un- 
fairly swell the growing total of cardiac deaths, 
while subtracting from the total of deaths due to 
contagious illnesses. We do not immunize humans 
against the diphtheria organism—only against the 
toxin of a certain strain of these bacteria which all 
have done nothing to directly combat the “ne. 
And, while the Coxsackie and other virus diseases 
are emerging from the ooze of ignorance, and we 
are recognizing and diagnosing them, | am afraid 
that we are letting clinical cases of diphtheria go, 
unsuspected, to join the vast majority of inapparent 
cases. Please comment on this philosophy. 

Charles L. Concklin, M.D. 
Corpus Christi, Texas. 


Answen.—The reported incidence of diphtheria in 
the United States from Jan. 1, 1957, to May 11, 1957, 
was, indeed, 380 cases. This is a decrease of 44% from 
the same period in 1956. This is a more marked de- 
crease than is usually found on an annual basis, but 
decreases of about 20% have occurred from year to 
year, quite regularly since 1945. These decreases have 
not, however, been demonstrated to be the result of 
comparable gains in immunity. Rather, as incidence 
has decreased the problems of maintaining immunity 
have grown. There is no assurance that the present 
favorable trend will continue. 

The degree of under-reporting or rather “under- 
diagnosis” of diphtheria can only be examined indi- 
ope With proper management and full reporting, 

of diphtheria cases terminating fatally 

as low as 2%. Yet, in the United States from 6 
no change in this national figure 
20 years, despite advances in immuniza- 
and the quality and availability of medical care. 
states, for the period 1950-1954, reported that as 


however, represent the 


part of the country. M 


il 


must represent serious neglect of diphtheria or neglect 
in combination with serious under-reporting of non- 
fatal cases. 


The “classic” case of diphtheria has, undoubtedly, 


or . 
is made early and routinely. Unfortunately, 
it is much easier to treat such conditions than to diag- 
nose them. 

The proper laboratory of em- 
pp ae techniques. No reliability can be at- 

to the reading of smears from or from 

mixed cultures. Numerous laboratories now 
the isolation of C. diphtheriae only at intervals of 
many months or years. Obsolete may be em- 
ployed or technical errors committed through inex- 
perience. Only continuous colla with a refer- 
ence laboratory can assure that competence will be 
maintained, e periods when the disease is absent, 


Robert Zarzar, M.D., ‘Lima, Ohio. 


an aerobic member of the Actinomyces family, and 
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severe wrench. This is approximately one case in fection with Corynebacterium diphtheriae. There is 
434,000. The ability of laboratory technicians to evidence, however, that the proportion of infections 

which result in symptoms clinically suggestive of diph- 
theria has decreased markedly in the past 30 years. 
This change is independent of prior immunization, but 
immunization produces its own additional modifying 
effect. As a result, diphtheria today is very often a 
thoroughly nondescript upper respiratory infection. 
Diagnosed cases of diphtheria with nasal membrane 
alone comprise about 2 to 6% of all cases. Fatality may 
be higher than in simple tonsillar diphtheria. Certainly 
examination of the nose should not be neglected; this 
might well extrude membrane which is already some- 
what separated. Generally, this is accounted a sign of 
recovery. Any unusual or severe procedure, however, 
might occasionally have an unfortunate result if em- 
ployed among the 10 to 20% of patients who have myo- 
cardial involvement. Sudden death has been known 
to accompany mild procedures in such patients. 
Neither clinical signs nor symtomatology are reliable 
guides to the diagnosis of the majority of cases of 
diphtheria today. Almost any nasopharyngitis or ton- 
sillitis or laryngitis may be diphtheria. Cases will con- 
tinue to be missed entirely or allowed to proclaim 
their own diagnosis by the ; of 
changes in personnel, variations in commercially sup- 
plied reagents, and related hazards. 
TREATMENT OF MADURA FOOT 
To rue Eprron:—A patient suffering from Madura 
foot has had the usual treatment with penicillin 
and potassium iodide on and off for the past two 
years. Finally amputation was recommended, but 
the patient has refused permission. Kindly discuss 
the Answer.—Madura foot is a chronic granulomatous 
cannot be te mave Every letter must ar Writer s name disease caused by infestation with Nocardia asteroides, 
and address, but these will be omitted on request. ee 


cussion. Usually the lesion remains localized, but it 
may cause death by dissemination. The local lesion 
is confused frequently with tuberculosis or even 
neoplasm, clinically and microscopically. The organ- 
ism is found in soil, and, therefore, occurrence is most 
frequent among farmers. The infestation is most fre- 
quently of the pulmonary form. The cutaneous lesions 
tend to suppurate and burrow in deeper tissues, so 
that surgical drainage and débridement may be nec- 
essary. Although the organisms may be sensitive to 
various antibiotics in vitro, these drugs are not effec- 
tual in vivo. Sulfadiazine has proved effectual in full 
doses and its administration must be continued for 
several months after has occurred, A suc- 
cessful result has been reported with pregnenolone 
acetate, a steroid without toxic or metabolic effect but 
having antifungous properties. Pertinent references are 
by Lamb and others (A. M. A. Arch. Dermat. & Syph. 
67:141-145 [Feb.] 1953) and Clapp and Williams 
( Texas Rep. Biol. & Med. 13:11, 1955). 


normal pattern consistent with epilepsy.” The pa- 
drugs, and the dosage was pushed to toxicity with 


diagnosis of acute appendicitis was suspected. The 

was explored, acute appendicitis found, 
and the appendix removed without incident. How- 
ever, on further exploration five separate intussus- 
ceptions of the jejunum were found. No pathology 
as to the cause was noted at operation. To date 
of writing, the patient has continued to have inter- 
mittent symptoms of intussusception and on oc- 
casion has a slight bloody mucoid material in the 
stool. No medication tried to date has been helpful. 


gestion as to further treatment of this patient? 
Francis J. Waickman, M.D., Cuyahoga Falls, Ohio. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


Answer.—Recurrent abdominal pain is always a 


intussusception are not infrequent 
the small intestine at the time of abdominal surgery. 
These are undoubtedly due to regular and reverse 
peristalsis because of stimulation of the intestine 
handling or other stimuli. In polyposis of the 


intestine recurrent and persistent intussusceptions may 
readily occur. In some of theses cases the diagnosis 


fluoroscopy 

time of an acute abdominal episode fluoroscopic exam- 
ination of the small intestine after the patient has 
drunk a barium mixture might reveal the presence 
of an intussusception if present. 

There have been described in the literature cases 
of recurrent abdominal pain referred to as “periodic 
syndrome” and “Armenian periodic syndrome.” Al- 
though this is called a syndrome, there is still con- 
siderable confusion as to anv one etiology. Some cases 
ae In others the patients 

mded to anticonvulsant drugs. The cases 
Armenian periodic syndrome have been 
reported as being due to a nonspecific inflammatory 
reaction involving the intestine and the intestinal 
walls. Such information was obtained from the fre- 
quent abdominal exploratory operations and the re- 
moval of the appendix. In such cases the abdominal 
episodes have continued. They are usually accom- 
panied by fever and some leukocytosis. This syndrome 
occurs in both children and adults and may continue 
for vears. It has been reported as familial. 

Upon exploratory operation polyps in the small in- 
testine can often be palpated, but at other times they 
can be found only by opening the intestine for direct 
observation. Certainly in this case the presence of 
polyps in the small intestine should be thoroughly in- 
vestigated, as well as consideration given to the pe- 
riodic syndrome. 

References 
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Answen.—Intussusception in the small or the large 
intestine is often associated with or caused by the 


the patients had acute appendicitis. On looking farther 
after a normal appendix had been found, a very 
definite was found in the mesentery of 


in 


nodes, some 1 cm. or more in size and situated 
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it is presumed that this organism has been isolated the intussusceptions were pathological, because small 
often can be suspected because of brown-to-black- 
pigmentated areas of the mucous membranes of the 
lips or mouth. In such cases the polyps of the small 
intestine can often be demonstrated by small intestinal 
RECURRENT ABDOMINAL PAIN 
To tHe Eprror:—An 8-year-old boy has been followed 
for one year, with symptoms of recurrent abdominal 
pain, nausea, and vomiting that have been present 
at irregular intervals for the past six years and that 
have caused him to be seen by many physicians. 
When the patient was first seen one year ago, a ! 
diagnosis of abdominal epilepsy was contemplated, 
an electroencephalogram had revealed a “grossly ab- 
no improvement in the symptoms. Approximately 
Intestinal Polyposis and Melanin Spots of the Oral Mucosa, 
nee, New 
At times 100 mg. of Demerol, given hypodermically, 
is necessary to control the pain. Is there any sug- ee 
presence of a polyp. This consultant has seen intussus- 
or three instances, has operated on them. Abdominal 
ee exploration was carried out because it was felt that 
problem in diagnosis because of the variability of 
etiology. Often with intensive study the cause cannot 
be found, or it may not be remedial. Abdominal epi- 
lepsy cannot be entirely ruled out, even though all 
known anticonvulsants were used in proper dosage, 
because all cases of epilepsy do not respond to drug mesentery near the intestine, caused the intestine to 
therapy. The presence of five separate intussusceptions intussuscept in an attempt to push the node distal- 
at the time of surgery does not necessarily mean that ward, as it would a polyp. 


al 


in the case of the 8-year-old boy, assuming, of course, 
that the of polyps has been ruled out. 

ly, plication of the ileum can be carried 
out. Adults with familial polyposis are quite often seen 
in the second and the third decade of life with polyps 


of prostatism, causes nocturia by decreasing the ability 
of the bladder to act as a reservoir. Thus, 

capacity is 350 ml. in health, the presence of 250 ml. 
of residual urine decreases the capacity of the bladder 
to function as a reservoir to 100 ml, Each time 100 ml. 
of urine accumulates in the bladder, both day and 
night, the patient experiences the desire to urinate. 
Other frequent complications of prostatism, such as 
cystitis, urethritis, vesical calculi, and vesical diverti- 
cula, limit the distensibility of the bladder, interfere 
with its function as a reservoir, and thereby produce 
nocturia. Other complications of prostatism, such as 
severe or hydronephrosis, may result in 


Answer.—The evidence is that pregnancy has no 
effect upon the progress of multiple sclerosis. It is also 
the opinion that multiple sclerosis does not complicate 
pregnancy if the multiple sclerosis is not in an active 
phase. It is not recommended that vasodilators be 
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azotemia or uremia. In an effort to maintain homeo- 
stasis, polydipsia and compensatory polyuria occur; a 
volume of urine much larger than normal is excreted, 
and frequency of urination ensues. 
Answer.—The exact pathogenesis of nocturia in 
prostatic obstruction is not clearly defined. In general, 
nocturia seems to increase as the bladder neck is en- 
croached upon. For instance, the patient may have a 
large prostate without nocturia or residual urine if the 
prostatic urethra is not narrowed. Likewise, the pros- 
tate may be small, but, if contracture of the bladder 
neck exists, causing the bladder to overwork in its 
efforts to expel the urine, nocturia increases, Nocturia 
may also be increased if the patient is a poor sleeper. 
Another associated — may be diminished volun- 
throughout the entire gastrointestinal tract. The areas tary control during the resting or sleeping hours. In 
of intussusception can, as a final last procedure, be the 
treated by resection of the terminal ileum. With advancing years the kidneys may lose the ability : 
to concentrate the urine, thus causing a greater output 
NOCTURIA WITH PROSTATIC OBSTRUCTION of urine at night. And some patients like to take a 
To tHe Eprron:—What is the pathogenesis of nocturia drink or two of water when they go to the toilet at 
in prostatic obstruction? M.D.. Connecticut. night, thus increasing their output. 
This inquiry has been referred to two consultants, MULTIPLE SCLEROSIS AND PREGNANCY 
whose respective replies follow.—Eb. 
To tHe Eprron:—A woman, 21 years of age, experi- 
Answer.—The causes for nocturia in patients suffer- enced sensory and motor disturbances in the left arm 
ing from prostatic obstruction may be divided into and hand and the left leg and foot and showed eye 
4 primary and secondary. signs which were diagnosed by a competent neurolo- 
) l. Primary causes. It is constantly observed that the gist as due to multiple sclerosis. The symptoms 
mere presence of prostatic hyperplasia induces noc- cleared quickly, and there has been no recurrence 
turia; the cause remains conjectural. The nocturia is in the succeeding eight months. Should a low-fat 
likely to be more intense if the hyperplasia extends in- diet and/or vasodilators (nicotinic acid) be em- 
travesically, but it is present also if the enlargement is ployed? Does pregnancy increase the risk? 
confined intraurethrally. The distortion produced by M.D.. Ohio. 
the hyperplasia apparently produces inflammatory, al- , 
though abacterial, changes in the mucosa and the sub- This inquiry has been referred to two consultants, 
mucosa of the trigone and the prostatic urethra. The whose respective replies follow.—Ep. 
resultant stimulation of both sympathetic and para- 
sympathetic nerves in the mucosa and the submucosa 
is mediated to higher centers and provokes the desire 
to urinate, and thereby daytime frequency and noc- 
turia ensue. It is claimed also that stretching of the 
2. Secondary causes. The mechanisms whereby com- —_ A normal goognancy dist 
plications of prostatic obstruction produce nocturia . 
are more easily understood. Any factor which inter- Answern—At the present time there is no available 
feres with the ability of the bladder to act as a reser- satisfactory long-term therapy which will prevent re- 
Pe plication currences of multiple sclerosis. The evaluation of 
dietary treatment (really low-fat, high-carbohydrate, 
moderate-protein diet) is still tentative even after 
seven years’ experience of the original investigator. 
This diet is difficult to adhere to, although its possible 
effect may justify a trial. More controlled studies are 
necessary, taking into account all the possible varia- 
tions in the disease. It is stated that the greatest useful- 
ness of the diet is early in the disease; yet, it is at this 
stage that there are the greatest variations and, in addi- 
tion, there may be a natural tendency, in many cases, 
for relapses to lessen after the first year. The use of 
vasodilating drugs (such as nicotinic acid, histamine, 
and papaverine) is not recommended. There is no 


many advantages in keeping your instruments ( osteo- 
tomes) in this case. The cutting edges are protected 
at all times, and the complete unit may be auto- 
claved.” In one medical center and five affiliated hos- 
pitals, osteotomes are wrapped separately in gauze 
and flash-autoclaved at 270 Ib. 
to 10 minutes. It is understood 


practice applied by well-trained operating-room super- 
visors. 


HYPOPLASIA OF BREASTS 

To tHe Eprron:—A 19-year-old woman has normal 
sexual development except for complete hypoplasia 
of both breasts. The patient, who was told she had 
asthma, received 100 x-ray treatments of 30 to 75 
r each, one-third of these treatments being to the 


sion. The menarche was at 13, which was in the last 
year of the x-ray treatments. Could such hypoplasia 
the breasts be related to the continuous x-ray 
, even though the dosage was quite small? 

M.D., Missouri. 


J.AMA., Aug. 10, 1987 


i. ¢.. so-called end-organ failure to respond. Even with 
a biopsy it would probably be impossible to establish 


Answer. —Development of breast tissue does not al- 
ways parallel that of menstrual function. 


frequently observed when no extraneous causes have 


existed. In addition, such small breasts may have a 
normal ability to lactate. In this particular instance, 


To tHe Eprron:—What is the significance of a cystic 
condition at the site of fracture (lower third of the 
femur) in a healthy boy, 8 years of age? Does the 
cystic condition develop from the osseous tissue or 
from the periosteum? Do these conditions clear up 
without operative intervention, or does the lesion 


size, with thinning of the cortex, may per- 


as it is filled with hematoma and callus. In 


some healing has taken place before using surgery on 
the cyst itself 
A monostotic fibrous dysplasia or perhaps a 

because of this possibility it would be wise to take a 
skeletal roentgen survey to determine whether the 
lesion is multiple. In this case also, healing should 
take place at a normal rate of time, but, again, partic- 
ularly in a monostotic case of fibrous dysplasia, surgery 
after healing has occurred, in the form of curettage 
and packing of bone chips, may be 
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ahered physiology, has any lasting prevents 
altered physiology, has any lasting benefit, prevents 
further relapses, or changes the prognosis. the exact etiology 
In recent vears there has been a change in an old 
pe | — small_or — breasts are not in- 
studies, any exacerbations occurring in patients during 
multipk however, one cannot exclude the possibility of the ef- 
re fect of roentgen therapy, although the dose was dis- 
higher in child-bearing women than in non-child-bear- tributed over a long period of time. 
ing women. Also, any risk would be much less in 
patients in prolonged remission, as in the patient in CYSTIC CONDITION AT FRACTURE SITE 
the query. 
STERILIZATION OF OSTEOTOMES 
To rue Eprron:—Must osteotomes be given cold ster- 
ilization and, if so, why? What harm is done by 
2 
eutoctaving cate ce — —_ generally have to be curetted and cleaned out be- 
Frank J. lwersen, M.D., Omaha fore normal bone union occurs? Is the condition 
Answer.—There is no recognized basis for the cold related to malignancy? M.D., lowa. 
sterilization of osteotomes. One es a ANswer.—It would be very unlikely for a cystic con- 
who feels that ha es — of aseptic tech- dition to develop at the site of a fracture of the shaft 
mque in operating “atres Sti of in he tk bov. he li if 
that “all instruments must be boiled for not less than 
ten minutes and reboiled between every operation.” dition to develop. It is very probable that a cystic 
He makes no exception for osteotomes. One of the hesfom umn sineadiy present. perhaps at the site of frac- 
best manufacturers of osteotomes states: “There are ture of the femur in the lower third, prior to the 
fracture and may have been entirely coincidental to 
the fracture, such as might be the case with a non- 
ossifying fibroma, which is a benign lesion and not 
uncommonly seen in the lower shaft of the femur. 
This condition is entirely benign and as a rule too 
small to weaken the shaft of a long bone such as the 
femur and lead to a fracture with minimal trauma. 
ee A simple cyst is another possibility, but as a rule it 
is much more common in the proximal end of the 
femur and in the proximal end of the humerus, al- 
though it might be located in other areas of bone and, 
= to occur with trauma that ordinarily 
would not lead to a fracture. If this condition is pres- 
ent, it is possible that there will be some decrease in 
the size of the cystic lesion during the healing phase of 
anterior chest and one-third to the posterior chest, the 
from the age of 9 to 14. She is now having normal wer ~ver, the cyst is not completely obliterat- 
menstrual periods, although anovulatory on occa- ed, and surgical intervention with thorough curettage 
and packing of the area with bone chips is necessary. 
In the 
This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 
Answer.—The x-ray therapy given this patient cer- 
tainly could result in complete or partial hypoplasia of 
the breasts. On the other hand, this woman could have 
a congenital absence of the breasts or a congenital de- 
fect in the breast anlage resulting in failure to develop, 


the to 
that a tumor is not present that might be malignant 


: 


i 


management of caput suc 
hematoma? Could either of these conditions be pre- 


or blood is not indicated, nor is aspiration. 


WHITE BLOOD CELL COUNT 
AND HYPOTHYROIDISM 
To tne Eprron:—In general, is there an increase in the 


blood cell count of patients with hypothyroid- 

ism? Ursula G. Mandel, M.D., Los Angeles. 
Answern.—No change in the white blood cell count 
of patients with hypothyroidism has been reported. Of 
course, anemia is frequently encountered in patients 
with myxedema; this anemia does not respond to ther- 
apy with liver and iron but does respond when the 
myxedema is properly treated with thyroid hormone. 


TOXICITY OF GRAPHITE 
To tHe Eprrorn:—In regard to a patient who works in 


information 
any hazard associated with this work. 
Robert C. Steinman, M.D., Edison, N. J. 
Answen.—Graphite is produced when coke or an- 


thracite coal is heated to high temperatures in an elec- 
tric furnace, It is a soft, flaky, grayish-black crystalline 


roughout 
Billy J. Riddle, M.D., South Shore, Ky. 
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Certain bone tumors will also lead to a cyst-like form of carbon. It has widespread use in industry, 
appearance in the bone and are not so rare, but a very but, despite this, there is no evidence. that it affects 
careful history of the child and also observation after the respiratory tract or causes any systemic disturb- 
ance. There have been occasional cases of contact 
To tHe Eprron:—What are the dangers, if any, in the 
nn EEE use of sponge racks in surgery? Some surgeons main- 
tain that sponge racks are now considered obsolete 
~ true, what is the best method of taking care of 
Russell Buxton, Newport News, Va. 
Answer.—If surgical sponges and laparotomy pads 
CEPHALHEMATOMA AND CAPUT are to be counted in an operating room, the conven- 
SUCCEDANEUM tional types of sponge racks are convenient and prac- 
tical. They should not contribute to cross infection 
To tHe Eprron:—What are the prognosis and proper and should be kept as clean as any other piece of 
vented in a spontaneous, normal delivery? What, if 
any, harm will result from these conditions? How CORTICOTROFIN IN NEPHROSIS 
soon, if ever, is a surgical removal of the blood or To tHe Eprrorn:—When should intermittent therapy 
fluid indicated? M.D. South Dakota. with repository corticotropin be discontinued in a 
- 38-year-old woman with classic nephrotic syndrome 
Answer.—Neither cephalhematoma nor caput suc- who has obtained a remission? When first seen about 
cedaneum can be prevented in a spontaneous, normal eight months ago, she was very edematous, had 4+- 
4 delivery. They are due to pressure trauma to the pre- albuminuria, a very high serum cholesterol level, 
| senting part of the head. The former is edema of the and reversal of the normal albumin-globulin ratio. 
scalp tissues, while the latter is hemorrhage under the After an intensive course of corticotropin therapy 
periosteum. No harm will result from either of these for 10 days she had diuresis, with the result that 
conditions. The caput succedaneum will disappear in her weight went from 150 to 102 lb. (68 to 46.3 kg.), 
several days, but the cephalhematoma may persist and albumin disappeared from the urine. She has 
for several months due to some calcification that may remained in remission while receiving less frequent 
occur around its edges. Surgical removal of the fluid doses of corticotropin and is now receiving 40 units 
of sina every weeks. er 
has remained free of albumin, and the serum pro- 
teins have reverted to normal. However, she contin- 
in general. Her blood pressure has remained within 

This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 

Answer.—A nephrotic syndrome in a 38-year-old 
women is usually an intermediary stage that develops 
in the course of a chronic glomerulonephritis. The 
underlying disease does not improve even if under 
influence of corticosteroids the symptoms and signs of 
the nephrotic syndrome disappear. Thus, the favorable 
reaction upon corticosteroid administration represents 

: when the edema and proteinuria of nephrotic indi- 

6 plant where graphite is being ground constantly, viduals disappear after an infection with measles. It is, 
therefore, easily understood that the headache con- 

tinues and that the general condition has remained 

unfavorable. Since there is a tendency to recurrence 

of the nephrotic syndrome after cessation of the corti- 

of the corticotropin sinc every two weeks 
ministration of the corticotropin zinc every two weeks. 
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corticotropin therapy in the 38-year-old woman 
been very satisfactory. The fact that she has remained 
free from edema and albuminuria for a few months is 
most encouraging. This consultant has had a similar 
experience, but with remission occurring after an 
upper respiratory infection. Even after this infection. 
on a second course of treatment. the patient did make 
a final recovery and has remained well for several 


mentioned, it is suggested that it be withdrawn en- 
tirely for a month to six weeks and, if there is no re- 
currence, indefinitely, but that. if there should be re- 
currence, it be given in smaller doses of, say, 10 units 
These cases 

of complete recovery from renal disease with edema 
are rare, but they do occur, and when they = oy 
prove that recovery is possible after corticotropin ther 
apy. 


ANALYSIS OF SPERM FOR MOTILITY 


To tue Eprrorn:—What are the possible causes and 
what can be done to correct low motility of sperm 
cells? A 42-year-old man has 90 million sperms per 
cubic centimeter, with a total volume of 8 cc. Of 


fore use, and the bottom was cut off with scissors to 
the specimen from the condom to a clean, 


dry jar. Can such a collection be considered ade- 
quate? Does the passage of 10 hours cut down the 
motility? The only other abnormality in the patient 
is a protein-bound iodine value in the lower limits 
of normal. There is no other evidence of hypothy- 
roidism. Radioactive iodine uptake was not meas- 
ured. 


Robert A. Heebner, M.D., Compton, Calif. 


tility of sperm cells in a specimen collected in a con- 
dom, even though the latter had been washed several 
times before use. Furthermore, the passage of 10 hours 
would affect motility even in a normal specimen. For 
an adequate examination, the seminal fluid should be 
collected in a glass or plastic container and should pref- 
erably be examined within two hours after collection. 


Answer.—The principal factors affecting motility are 
(a) insufficient sexual abstinence before specimen col- 
lection; (b) imperfections in collection, such as use of 
a condom, even though washed repeatedly, and semen 
contamination by water through washing of the con- 
dom; (c) age of specimen, the sperm tending to lose 
motility after six hours; (d) faulty spermatogenesis; 
(e) testicular abnormality; and (f) defects of the 
seminiferous tubules involving elements controlling 
motility and faulty secretions of the prostate and the 


Aug. 10, 1957 


seminal vesicles. If congestion, infection, or poor drain- 
age is found in either the prostate or the seminal 
vesicles, treatment may improve not only the condition 
but also the motility of the sperms. 


DRYNESS OF MOUTH 


To tHe Eprron:—Concerning the Query and Minor 
Note on “Dryness of Mouth” in Tue Journnar, Feb. 
16, 1957, page 605, a simple form of therapy that 
might be tried would be the administration of 5 
drops of saturated solution of potassium iodide three 
times a day and 15 mg. of neostigmine (Prostigmin) 
bromide three times a day. In one week all should 
be well. Edmund B. Sullivan, M.D. 

117 S. Second Ace. 
Mount Vernon, N.Y. 


To THe Eprron:—In Tue Jounnar, Feb. 16, 1957, page 
605, a letter appears on the dryness of the mouth 
and tongue. 1 believe that the article by Waldman 
and Pelner on burning sensations of the tongue 
(Gastroenterology 10:965, 1948)may help the in- 
quiring physician. 

In the cases described in the article cited, the 
burning of the tongue and dryness of the mouth 
were undoubtedly due to the presence of a thick, 
ropy, tenacious salivary secretion. The underlying 
cause of these symptoms is not always evident. They 
may be due to a secretory neurosis of the salivary 
gland, involving a preponderance of sympathetic 
nerve action. We can understand this in ion to 
hyperthyroidism, which is a sympatheticotonic con- 
dition. Whatever the basic cause, the production 
of a thin, watery salivary secretion caused the dis- 
appearance of the burning of the tongue and the 
dryness of the mouth in the cases that are described 
here. In cases where no specific etiological factor is 
evident, it appears that symptomatic relief is avail- 
able, which may be permanent or temporary. 
Neostigmine, in doses of 7.5 mg. three times daily, 
is an effective drug in the treatment of burning of 
the tongue and dryness of the mouth. Other ther- 
apeutic measures are advisable as indicated in the 
individual cases. The second consultant who answers 
the query suggests the method used in the article 
cited but does not actually mention the drug to 
improve the condition. | believe that the therapy 
included will be helpful. Louis Pelner, M.D. 


1352 Carroll St. 
Brooklyn 13, N. Y. 


The above comments were referred to one of the con- 
sultants who answered the original query, and his 
reply follows.—Ep. 


To tHe Eprror:—Potassium iodide and neostigmine 
might be efficacious; however, the side-effects and 
sensitivity provoked by potassium iodide might be 
unpleasant. A 15-mg. dose of neostigmine three 
times a day should be an effective salivary stimu- 
lant. Again, this dose of neostigmine might result in 
a rather unpleasant abdominal pain due to increased 
peristalsis. 


years. Therefore, it is felt that prevention, if possible. 
of such infections is of great importance. 

In regard to further use of corticotropin in the case 

these, 10% are bizarre forms with small heads. Cytol- 

ogy is normal. The sperms were motile 10 hours 

after ejaculation. In the washed condom sample 20% 

were motile. The condom was washed 10 times be- 

This inquiry has been referred to two consultants. 

whose respective replies follow.—Ep 
Answer.—No judgment should be passed on the mo- 


